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We always feel in preparing the pre- 
school health number of our magazine a 
certain stirring upward and onward of 
all the life-forces in our particular pub- 
lic health nursing world. Whether this 
feeling is due to Spring creeping be- 
tween the leaves of the magazine, or to 
the beneficial effects of the sun which 
climbs above the Macy building and 
shines into the editorial offices during 
this month, or—as we suspect—to the 
challenging, changing, and infinite op- 
portunities of the age with which our 
material treats, it is hard to say, but 
something about the preschool number 
“sets us right up” mentally. 

One has only to read the articles in 
this number to appreciate the fact that 


the preschool age is the formative age, 
par excellence. Every bone, every 
muscle, every nerve in the child’s body 
is subject to inner and outer impres- 
sions—some of them life-long impres- 
sions. Habits of mind, of body, of spirit 
are formed in these years. Shall they 
be good or evil, handicapping or enrich- 
ing to life? It is almost with a sense of 
reverence that we contemplate the power 
which lies in the hands of a public 
health nurse who is in touch with the 
preschool child or in a position to advise 
his parents. May this number of 
our magazine do something toward 
strengthening her influence and widen- 
ing her vision in this year of otherwise 
cramped horizons. 


MAY DAY 1932 


Support Your Community Child 
Health Program: It Protects Your 
Home. This is the slogan chosen for 
May Day-—National Child Health Day 
for 1932—-by the May Day Committee 
of the State and Provincial Health 
Authorities of North America. It chal- 
lenges our sense of responsibility toward 
those things which are dearest to every 
normal human being and every worthy 
citizen. 


We have learned a finer sense of 
values in the last several years. We 
have found “keeping up” with our 
neighbors far less important than shar- 
ing with them. We have rediscovered 
the fact that selfishness does not always 
pay and that unselfishness brings divi- 
dends of happiness and security. We 
have let go of many superfluities and, in 
our apprehension lest we should have to 
lose more than these, we have found 
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that our wives, our husbands, our chil- 
dren, our homes, our neighbors are 
dearer to us than our pretentions. We 
have set our eyes steadily on the funda- 
mentals of life. 

Among the fundamentals, this May 
Day focuses our attention upon three 
elementary necessities—the nutrition of 
children, the importance of an adequate 
clean and safe supply of milk, and the 
protection of motherhood. 

Studies, research, the X-ray, and our 
daily experience show beyond a doubt 
that if children lack essential body- 
building elements this year, these cannot 
be made up to them next year. This 
lack leaves a permanent mark even in 
the bones. That the growing body of the 
child may utilize to the best advantage 
the food it gets, sunshine and relaxation 
are necessary. In 1932, therefore, even 
more than in recent years, every citizen 
interested in the health of children is 
supporting community measures for 
recreation. 

Growth and development are stunted 
unless the essentials are provided and 
safeguarded from contamination. ‘Milk 
builds bone and muscle better than any 
other food.” Yet unless it is made safe 
by adequate pasteurization, it may 
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spread disease. Milkborne epidemics, 
of typhoid fever, scarlet fever, septic 
sore throat and diphtheria, have not 
decreased during the past dozen years. 
They usually occur in small towns and 
rural districts which do not require ade- 


quate pasteurization of their milk 
supply. 

Finally, what of the prospective 
mothers? The mother’s life and health 


are at stake and in many, many cases 
the well-being of other children at home 
and the preservation of the home itself 
are at stake. Social case records show 
over and over again that more families 
are broken up by the death or invalid- 
ism of a mother than by any other 
cause. National Child Health Day 
surely means that every child has a right 
to be well born of a healthy mother who 
will live to love her child and to take 
care of her family. What are we doing 
to provide prenatal, natal, and post- 
natal care for every prospective mother? 
We can solve this problem. To attack 
and conquer difficulties is bred into our 
American blood and bone. National 
Child Health Day offers us an oppor- 
tunity to stress once more the necessity 
for adequate protection of the life and 
health of American motherhood. 


A UNITED EDUCATIONAL EFFORT 


As a first step toward bringing about 
a broader interpretation of social work 
during 1932, through national as well 
as local channels, a united educational 
program has been initiated under the 
auspices of the National Social Work 
Council. The program represents a 
uniied effort to create a better popular 
understanding of the variety of welfare 
services required for social reconstruc- 
tion during and after the depression. 

Whatever form these plans may take, 
it is hoped they will reenlist many of 
the facilities for national publicity that 
were put at the disposal of relief com- 
mittees last year.* While an emphasis 
on the need for emergency relief must 
be continued, it is planned to make 
clear through these various channels 


that many types of social welfare and 
health work are required to meet a so- 
cial crisis that is far too complex to be 
met through emergency relief alone. 
With a view primarily to assembling 
the basic information required to show 
the place of established social work in 
meeting these varied human needs, and 
in order to allow ample time to deter- 
mine what type of united effort local 
communities would find most beneficial, 
an administrative committee has been 
formed for a preliminary three months’ 
period, and has established headquart- 
ers at 450 Seventh Avenue, New York 
City. Dr. William F. Snow, general 
director of the American Social Hygiene 
Association, will serve as chairman. 
Bart Andress, who served last year as a 


*See Rallying a Nation, in Purtic HEALTH NursINnG, October, 1931. 
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special representative of the Association 
of Community Chests and Councils, has 
been appointed executive director. 

An immediate step will be the ap- 
pointment of several working commit- 
tees, representing the major fields of 
social work, to dig out authoritative 
basic material which might be used by 
speakers and writers in presenting a 
complete picture of the country’s so- 
cial welfare needs. Mr. Andress wishes 
to emphasize especially that informa- 
tion from the field as to conditions, 
needs and special services being rendered 
is indispensable. Codperation on the part 
of local and state agencies with their 
parent national organizations in sup- 
plying such information is counted 
upon, 

An authorized announcement to the 
press said that, in addition to encourag- 
ing relief efforts, the Committee felt it 
was important at this time that each 
city and town should make a thorough 
“community inventory” of local re- 
sources, both public and private, 
for such essential services as emergency 


relief, the protection of health, preser- 
vation of family stability, prevention of 
delinquency, shielding of child life, the 
guidance of youth and care of the aged 
and infirm. It is the Committee’s con- 
viction, based upon contacts with au- 
thorities in all parts of the country, that 
a stock-taking of this nature will point 
the way to comprehensive and eco- 
nomical social planning. 

Serving with Dr. Snow at present on 
the administrative committee, which 
may change or add to its personnel, 
are: 

Dr. Kendall Emerson, National Tuberculo- 
sis Association, committee treasurer; Rev. 
John O'Grady, National Conference of Cath- 
olic Charities; Linton B. Swift, Family Wel- 
fare Association of America; H. L. Lurie, 
Bureau of Jewish Social Research; Allen T. 
Burns, Association of Community Chests and 
Councils; Katharine Tucker, National Organ- 
ization for Public Health Nursing; Howard S. 
Braucher, National Recreation Association; 
F. W. Ramsey and J. A. Urice, National 
Council, Young Men's Christian Association; 
Mary Swain Routzahn, Social Work Pub- 
licity Council; Dr. George E. Fisher, Boy 
Scouts of America; and David H. Holbrook, 
National Social Work Council. 


SHORTSIGHTED ECONOMY 


Dr. William H. Welch, director of 
the School of Hygiene and _ Public 
Health of Johns Hopkins University and 
a member of the Advisory Council of 
the National Organization for Public 
Health Nursing, speaking at a recent 
meeting of the council of the Milbank 
\lemorial Fund, said: 

“Over-economy in health work is bound to 
© paid for in dollars and cents as well as in 


impaired health of the people generally. We 
can demonstrate convincingly that returns in 
economic and social welfare from expenditures 
for public health service are far in excess of 
their costs. Undernourishment of children is 
not likely to show immediately, but it will 
later on, and there is a danger that infants 
may not be able to regain lost ground.” 

Dr. Welch asserted that while under present 
conditions it is well to scrutinize budgets care- 
fully, indiscriminate economies where health is 
concerned are apt to have tragic results. 


Courtesy of the Dutchess County (N. ¥.) Health Association. 
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The Posture of the Preschool Child 


By WINTHROP M. PHELPS, M.D. 


UCH time and thought have been 
devoted to the study of posture. 
Average posture has been deter- 
mined and ideal posture derived. Exer- 
cises for postural correction have been 
developed. Corrective chairs, shoes, 
toys, and even clothes are on the mar- 
ket in great numbers. However, nearly 
all of this work has been done with the 
adult or the adolescent in mind. 


Figure 1. Lateral view 


those factors which go to make up the 
posture of an adult. In the child, play 
takes the place of occupation in the 
adult, and play is a very different thing. 
Occupation is systematic, and is carried 
out day in and day out over a period of 
vears. Play is desultory and the type 
of play changes yearly, or more often, 
with the interests of the child. Envir- 
onment is shifting in the child. The type 


Figure 1. Posterior view 


Boy two years, one month old. Posture normal for trunk. Slight degree of knock 
knee deformity, slightly pronated feet, but within normal limits. 


The attempt to conform the child at 
any given age, to adult postural stand- 
ards, either as regards type or corrective 
exercise,-is impossible. The factors en- 
tering into the total posture of a child 
are obviously entirely different from 


of food changes as the child grows older. 
The shape and size of the body change. 
In brief, there is, in the child, a constant 
change associated with his growth. 
which modifies his whole life in general. 
and his posture in particular, year by 
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year. Therefore, it is impossible to de- 
termine ideal childhood posture by any 
standards, least of all adult standards. 


CHARACTERISTIC POSTURES AT 
VARIOUS AGES 


The first important consideration 
must be given to the characteristics of 
posture in children at various ages. In 
general, the pre-school child may be 
considered as falling between the ages of 
eighteen months and four years. Baby- 
hood, from a postural standpoint, ends 
when the child is first able to walk, as 
it is then that the gravitational influ- 
ences are first applied to the individual 


Figure 2. Lateral view 
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ing the first few months of life, the 
child is either prone or supine most of 
the time. When lying face up, gravity 
tends to extend the legs and back. When 
lying face down, this tendency to ex- 
tension continues. All of the extension 
does not take place in the hip joints but, 
due to the shortness of the hip flexor 
muscles, and the flexibility of the spine, 
is brought about by hyperextension of 
the lumbar spine. When the child be- 
gins to sit up, before walking, the back 
is usually very flat. This is because the 
thighs remain flexed in this position. As 
soon as the child begins to stand, there 
appears usually a rather marked lumbar 


Figure 2. Posterior view 


Boy, four years, two months old. Essentially normal posture for his age. 


in the upright (standing) position. But, 
there are many characteristics of pre- 
school posture which are directly de- 
rived from the babyhood environment. 
During babyhood, the effect of gravity 
iS to straighten out the child from its 
intrauterine “curled up” position. Dur- 


lordosis, due to the incomplete extension 
of the hips and the consequent forward 
tilt of the pelvis. This is a normal 
standing position in the preschool child 
and is mot a postural defect. (See Fig- 
ure 1, lateral view.) 

The prominence of the abdomen, 
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which is also a normal postural finding 
in the preschool child, is due in great 
part to the fact that the food is of low 
concentration. The amount of fluid in 
the food of the preschool child is con- 
siderably greater than that in older chil- 
dren or in adults, and the result of this 
low concentration is the marked ab- 
dominal prominence. The weight of the 
abdomen acts as an increased load on 
the upper back and tends to increase 
the already existing lordosis. In order 
to counteract the forward pull, the child 
leans backward to a certain degree. (See 
Figure 2, lateral view.) The position 
of the head and neck varies, and the 
more forward the head is carried, the 
flatter the chest appears and the more 
forward the position of the shoulders. 
(See Figure 1, lateral view.) There is 
a definite downward drag on the chest 
from the weight of the abdomen which 
will tend to a resultant forward neck 
and round shoulders. 

The exact determination of cause 
and efiect is difficult. The forward tilt 
of the pelvis can be an important fac- 
tor in the prominence of the abdomen, 
and the resultant posture be produced 
through this train of circumstances. 
Conversely, the prominent abdomen can, 
by its weight, tend toward the forward 
tilting of the pelvis and thus produce 
this typical posture. It is probable that 
both factors play a part and that the 
importance of the two varies in different 
children. 


FACTORS MODIFYING POSTURE 


The development of this posture is 
modified by environmental and disease 
factors. Among the former are type of 
food, bed, and amount of activity per- 
mitted during the babyhood period. If 
the food is of especially low or high 
concentration, the abdominal promi- 
nence will vary accordingly. The hard- 
ness or softness of the bed undoubtedly 
has an influence. The food variations 
are obvious. 

Among the disease factors, rickets has 
played a very important réle. Because 
of the improvement in the control. of 
rickets, it is less important, but still 
must be considered. If there is rickets 


present, the softness of the bones will 
allow a marked increase in the variations 
from the average. In rickets, also, there 
is a tendency, which is often overlooked, 
to ligamentous relaxation. This allows 
motion in the various joints of the spine 
and extremities to exceed the average 
limits. This again permits exaggerated 
defects. Low-grade tuberculous infec- 
tion, especially of the types seen in 
“contact children” has the effect of 
lowering the general muscle and liga- 
mentous tone and allows exaggerations 
to take place. Any illness of more than 
two or three weeks duration will pro- 
duce comparatively long lasting pos- 
tural changes. 

There is also a normal variation in 
ligamentous structure which is definitely 
apparent even in children of the pre- 
school age, so that they may be divided 
into the “loosely knit” and “tightly 
knit” groups. The apparent posture of 
the loosely knit type is entirely different 
from that in the tightly knit group. 
The general appearance of the loosely 
knit group appears to be bad, from a 
postural standpoint, while that of the 
other group appears good. It does not 
necessarily follow, however, that this 
appearance of good or bad posture is 
true. It is merely that the posture is 
different in the two groups. 


IS THERE A “BAD” PRESCHOOL POSTURE? 


What, then, is good or bad posture 
in children of this age? The usual an- 
swer would give the impression that 
children varying on the loosely knit 
side of the average had bad posture, 
while those on the tightly knit side of 
the average had ‘excellent’ posture. 
There are, however, many advantages 
in being in the loosely knit group. 
These children are almost entirely free 
from sprains and the incidence of frac- 
tures under ordinary circumstances 
tends to be less. Many of the reasons 
why “poor” posture in adults is bad do 
not apply in the preschool child. The 
strains, resulting from poor posture, are 
due essentially to prolonged mainten- 
ance of a particular attitude, or to the 
accomplishment of certain highly spe- 
cialized activities in a position of strain. 
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The preschool child never maintains a 
particular attitude for any length of 
time, except when asleep, and never per- 
forms highly specialized activities. 
Hence, the “bad” posture of the adult 
is not necessarily bad in the child. 

It is conceded that poor posture may 
have an effect on health in very extreme 
cases. In the usual run of individuals, 
however, poor posture has little or no 
effect on health. A. survey of a large 
number of individuals will show no 
correlation of this nature, even in in- 
dividuals of middle age, who have pre- 
sumably been carrying themselves in 
the same posture for a long period of 
time. However, there is a very definite 
relation between posture and efficiency 
in the adult. This is a purely mechani- 
cal relationship, and applies to any 
machine. If the “bearings” are in good 
alignment, the energy necessary to per- 
form a certain motion is less than if the 
alignment is poor. In children, how- 
ever, the situation is entirely different. 
Poor posture, or what is a better term, 
extreme deviations from average posture 
are the results of disease and not the 
cause. If these deviations are extreme, 
they should be taken into consideration 
in the same way as the other after- 
effects of disease. 


FOUR DEVIATIONS FROM ADULT POSTURE 


The posture of the preschool child, 
then, is rather characteristic. It would 
be classed as poor posture if seen in an 
adult. There are four chief differences 
irom normal adult posture. These are, 
lirst, protuberant abdomen; second, in- 
creased forward pelvic inclination; third, 
deep lumbar lordosis; and, fourth, a 
comparatively flat chest. These four 
deviations from adult posture must be 
considered normal in the posture of the 
preschool child. It is only extremes of 
‘hese conditions that can be classed as 
ibnormal. 


FOOT DEFECTS 


There are a few other postural varia- 
tions lying outside the trunk, which 
must be considered. Pronation, or 
standing on the inner borders of the 
leet, is commonly noted. (See, espe- 


cially, Figure 1, posterior view.) This 
is often erroneously called flat foot. It 
can be differentiated from flat foot by 
noting the position and shape of the foot 
when the child is not weight bearing. 
If the arch has its normal contour un- 
der these circumstances, but the foot 
rolls over inward when the child is 
placed on his feet, then the condition is 
pronation rather than flat foot. The 
reason for extremes of this defect is 
again difficult to determine in all cases. 
The presence of even a very mild degree 
of rickets may cause it, and it may be 
obvious in overweight but otherwise 
normal children. Again, an illness of 
any protracted degree will result in pro- 
nation, when the child is put back on 
his feet. It may result from flexible 
“baby” shoes, or shoes of the moccasin 
type. This type of shoe, associated 
with stockings or socks too tight or too 
short, will produce definite foot defects. 
The child’s foot at this age grows rap- 
idly and stockings quickly become too 
small. Also, the shrinkage from wash- 
ing is a factor to be watched. If the 
children were to grow up in the woods, 
walking always on uneven ground, a 
very definite development of foot 
strength would take place, which would 
make the use of soft shoes or moccasins 
an advantage. But children grow up 
almost entirely on artificial “ground.” 
Floors and sidewalks are the surfaces 
upon which they stand for a very great 
percentage of their time under any cir- 
cumstances. When they grow older, 
more time is spent upon such surfaces. 
Therefore, it is imperative that a child 
be given flat, rigid soled shoes whenever 
he walks and from the time of the first 
step. The child should not be allowed 
to wear soft soled shoes during play or 
at any time after walking has begun. 
He should be allowed to go barefoot 
only occasionally and then only for 
short times and when on very soft sur- 
faces, such as the sand at the sea-shore. 
Here, the grasping of the toes in the 
sand can be accomplished, and the ex- 
ercise thus produced will tend to 
strengthen the feet. But the attempt 
to walk barefoot on a hard surface can 
result only in more pronation, because 
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of the inability of the toes to obtain 
flexion. Thus, the short flexors which 
are supportive of the arch cannot be 
strengthened. It is more important that 
shoes be long than that they be wide. 
Girls, especially, will not wear wide 
shoes when they have grown up, and 
while shoes in childhood should not nar- 
row the feet, there is no reason for 
allowing them to spread. In cases 
where pronation is extreme, and it must 
be borne in mind that a certain amount 
is a normal early childhood character- 
istic, a slight raise added to the inner 
border of the heel is advisable. The 
proper foot wear for the preschool child 
is then a long enough stocking and a 
rigid soled, long, and comparatively nar- 
row shoe. Whether the shoe is “high” 
or “low” is usually of little or no sig- 
nificance. 


KNOCK KNEES AND BOW LEGS 


Another postural deviation noted is 
knock knee and bow legs. During in- 
fancy the child shows normally a cer- 
tain degree of bowing of the tibiae. This 
is sometimes seen normally even a few 
months after the child begins to walk. 
Later, the deformity disappears and 
there is usually a noticeable knock knee 
deformity. (See, especially, Figures 1 
and 2, posterior views.) When the legs 
are fully extended, and brought to- 
gether, the knees should come into con- 
tact at the same time that the ankles 
touch. Yet, in many cases which must 
be classed as normal, there is a separa- 
tion of one or two fingers’ breadths be- 
tween the ankles, when the knees come 
into contact. More than this amount 
of deviation must be considered ab- 
normal and be classed as knock knee. 
The same causes, as in pronated feet, 
are found, mild rickets, illness, obesity, 
etc., being most common. Correction 
rapidly by means of braces or other ex- 
treme measures is undesirable, because 
the strain results in laxity of the knee 
joint structures and instability. The 
use of a slight raise on the inner border 
of the heel will bring about a gradual 
correction by shifting the body weight 
slightly. Extreme degrees of knock 
knee and bow legs are seldom seen, as 
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they are due to rickets, and the present 
handling of rickets in all children is so 
improved, that extreme rachitic de- 
formities are almost eliminated. 

Lateral curvature of the spine, or 
kyphos, or “hump” back deformity are 
structural or disease conditions and are 
not discussed in any strictly postural 
consideration. The same applies to the 
extremes of knock knees and bow legs 
which may require surgical intervention. 
The very marked cases of flat foot in 
children are frequently a definite de- 
formity, the exact reverse of club foot 
deformity, and also are not conditions 
to be considered in a postural discus- 
sion. 


TREATMENT OF POSTURAL DEFECTS 


In the consideration of the treatment 
of postural defects in the preschool 
child, it is necessary first to determine 
the defects. There must be only the 
extremes of the conditions described. 
Any attempt to reduce or flatten a 
prominent abdomen in a child, who 
normally has a low concentration diet, 
will only result in a weakening of the 
lateral abdominal muscles and a lateral 
“bulge” instead of a forward one. It is 
not possible to compress a rubber ball 
in one direction without a resultant ex- 
pansion in another. The pelvic tilt is 
equally normal, and disappears in the 
course of a few years as a result of the 
normal activities of the child. It is a 
normal infantile carry-over. The other 
characteristics, being mainly results of 
the two just described, cannot be affect- 
ed by any treatment of themselves. 

There are two general methods of 
treating postural defects; first, by 
strengthening and corrective exercise 
and manipulations; second, by support. 
The supportive method is useful only 
in cases in which the defects are so 
bad that the corrective exercises can- 
not be carried out, and is an intermedi- 
ate step, to bring the body into such 
alignment that the corrective exercise 
method can be used. It is generally 


weakening and should never be used ii 
it can be avoided. The corrective ex- 
ercise method, on the other hand, is dif- 
ficult, if not impossible to use in the 
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small child. Therefore, it would seem 
that there is nothing to be done. How- 
ever, if the above deviations from nor- 
mal adult posture seen in children are 
borne in mind as being normal to the 
child, there will be found only a very 
small number of children who need any 
correction, aside from those who fall in 
the groups resulting from mild rickets, 
disease, or prolonged bed treatment. In 
other words, almost all extreme devia- 
tions are results of preexisting condi- 
tions and can be handled best only with 
a complete knowledge of the history or 
underlying condition. Obviously, bad 
posture in a child of the preschool age 
is a definite indication for a complete 
and careful study of the child’s present 
condition and past history. The cause 
will be found there and appropriate 
measures to restore the child to his nor- 
mal state of activity will correct the 
difficulty usually. For postural de- 
fects in children of this age can be re- 
lated directly to activity and _ will 
usually disappear within a reasonable 
time after restoration to normal activity. 
This does not mean that forced activity 
will be of any value. In fact, it will 
probably do much harm. There should 
be opportunities, however, for the child 
to carry out his activities. The “jungle 
gym” and other opportunities for climb- 
ing and for the use of the arms and legs 
are very advisable. Care must be used 
in the selection of apparatus to be sure 
that it will not result in an asymmetrical 
stimulation. For example, toys which 
must be pushed with one foot or in 
which the extreme use of one arm is 
needed should not be used. 

In connection with the limitation of 
activities, the condition of the child dur- 
ing the sleeping period must be consid- 
ered. The bed should be large enough to 
prevent any tendency toward cramping 
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the body, and the bed clothes and night 
clothes should be loose enough not to 
hamper the free motions of the child 
during his sleep. The mattress should 
be comparatively firm. A _ mattress 
which would be considered soft for an 
adult would probably not be depressed 
particularly by the slight weight of the 
child of this age. Therefore, any good 
mattress which does not actually sag is 
usually satisfactory. It should be thick 
enough to prevent the cold from pene- 
trating from below. The use of a pillow 
is a matter which has brought about 
much discussion. Children who sleep 
habitually on their backs or face down- 
ward should not, in general, use a pillow, 
but in sleeping on the side, a small 
pillow can be used to prevent the head 
from dropping below the mid-line of the 
body. Here, again, the question of 
hardness or softness of the pillow is not 
of great importance. The chief aim 
should be to provide a bed which can be 
warm enough and which will not hamper 
the motions of the child to any great 
degree. 

In conclusion, then, it should be em- 
phasized that postural defects are not a 
common finding in the preschool child, 
if their own normal is determined. Those 
defects which are seen can be easily ex- 
plained and are due to limitation of 
activity. The restoration of the child 
to a condition where normal activity 
will be resumed is sufficient to correct 
the defects in a large majority of cases. 
The use of corrective exercises is seldom 
advisable much before the child reaches 
the seventh or eighth grade level. A 
discussion of the posture of the primary 
school child will demonstrate this fact 
for much of the reasoning is the 
same. There are additional factors, 
however, which tend toward the same 
conclusion. 


The June number of this magazine will contain the proceedings and papers of the 
Biennial Convention held in San Antonio April 11-15. 
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Director of Mental Hygiene, Society for the Prevention of Cruelty to 
Children, Rochester, New York, 


and 


PRODUCED BY CORA WARRANT, R.N. 


Director, Public Health Nursing Association, Rochester, New York 


PROLOGUE 


Once upon a time, in a fairy tale, there was a Prince who left his palace to look for some- 
thing called Mental Hygiene. His imagination, you see, had been kindled by a very learned 
man, his tutor, who had told him that this was the Source of all Light. Up he went, and down 
he went—North, South, East, and West. Completely around the world he traveled, and no 
Mental Hygiene did he find. And just at the moment when he had decided to give it all up 
and go home to bed, what did he discover but a fine piece of Mental Hygiene growing happily 


in the shadow of his own castle wall. 


ACT I 


Characters: Mother. 


A Little Girl Who Is Five Years Old. 


A Neighbor. 
The Public Health Nurse. 


Scene: Mother's kitchen on a sunny winter morning. Properties used suggest the kitchen 


of a working man’s home of the better type. 


Adjoining the kitchen is a dining-room, indicated 


by door opening to right or leit off stage. Little girl's part is played entirely in this dining- 
room, so that it is not necessary for her to appear at any time upon the stage. 

The scene opens with mother putting the wash to soak. A clock on the shelf points to 9:30. 
From time to time she looks anxiously toward the dining-room as if anticipating trouble. The 
neighbor is rocking back and forth in a chair by the window. 


Mother: (to Neighbor) Everyday it’s the same 
thing. It wears me out trying to get that 
child to eat her meals. She's a finicky eater 
anyway, and getting worse all the time. I 
know before I call her that there’s going to 
be a “time.” No matter what I do to fix 
things nice there’s nothing suits her. 

Neighbor: Seems to me I'd take her over my 
knee and give her a good spanking if she 
was my young one. 

Mother: Good night! I’ve spanked her until 
I ain’t got the nerve to do it again. Spank- 
ing don’t make one bit of difference. She 
just hollers and sasses me back something 
awful. 

Neighbor: Have you had her to her doctor? 

Mother: Yes—a lot of times. I took her to 
the Dispensary last week and they told me 
she was fine and healthy. 

(Suddenly mother leaves the tub, 
dishes out cereal from pan on the stove. 
Takes dish in and sets it rather noisily on 
the dining-room table. Calls.) 

Mother: Jeanie! Je-eanie! Come downstairs 
this minute and get your breakfast. 

Jeanie: (from upstairs) I don’t WANT any 
breakfast, Mamma. 


Mother: (impatiently) Jeanie, come here. 
There'll be trouble if I have to call you 
again. I told you to get dressed an hour ago. 

(Mother waits a minute or so. Nothing 

She goes out through the 


[242] 


happens. 


dining-room door, and is heard to mount 
the stairs. Soon there is the sound of 
howling—a child in a tantrum. Jeanie is 
forcibly brought downstairs and seated 
[off stage] at the dining-room table.) 
Mother: Now eat your cereal and don’t let 
me hear another word from you. 
(Mother comes back to the kitchen.) 
Mother: (to Neighbor) Even if they do say 
at the Clinic that she’s in good health I 
think she’s got a weak stomach. My mother 
had a weak stomach and land knows there’s 
plenty of things I dassent eat. Jeanie’s 
probably taking after both of us, but it 
certainly makes it awful hard for me. She 
probably ain’t et a bite of that cereal. 
(At this point there is a banging of a 
spoon on the dining table and loud in- 
sistent calls of “‘Mamma”.) 


Neighbor: (to Mother) Let me see if I can 
get her to do it. 


(Neighbor goes into the dining-room. 
Speaks in the rather artificial, soft, coax- 
ing voice adults often use to children.) 

Neighbor: (to Jeanie) Come, dearie. Eat 
your breakfast like a good girl. Please! 
Just a bite to please your poor mamma. 
If you don’t eat your breakfast you won't 
grow up to be big and strong. Just a bite, 
dearie, with this nice milk and sugar. 

(More banging on the table from 
Jeanie.) 
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Jeanie: I won't. I won't. I ate a bite an’ I 
don’t like it. Go away, you Mrs. Dumbbell. 
I don’t like you. 

(Neighbor comes back to the kitchen.) 

Neighbor: (to Mother) Land sakes, I never 
saw such a child. (Picks up her coat.) 
Well—I guess I'll be going. Got my own 
work to do. See you later. 

(Goes out, then puts her head back in 
the door.) 

Neighbor: Say, why don’t you ask the Nurse 
about Jeanie when she comes around? She 
gave me some real good advice when 
Johnnie had that sassie streak a while back. 
Mebbe she'd know what you could do. 
Come to think of it, she said they had a 
lady at the Clinic who knows all about how 
to make kids behave. I'll bet itll keep her 
busy finding that out. Good-bye. 

Mother: (looking into dining-room) 
Jeanie; You bad, bad girl. Look at the 
milk you've spilled. 

(There is a crash, as a glass falls from 
the table te floor and breaks. Mother 
runs into dining-room. A smack is heard.) 

Mother: Jeanie! You'd try the patience of a 
saint. Now I’m through with you. Go 
upstairs and get your hat and coat. I'm 
going to take vou down to the police and 
leave vou there. They'll know what to do 
with you. Go on, now. Get your hat 
and coat. 

(Loud frightened cries from Jeanie.) 

Jeanie: | don’t want to go to the police, 
Mamma. I will eat my breaktast. 

(Mother returns to washing in the 
kitchen.) 

Jeanie: ({rom dining-room) Mamma, I can't 
eat this cereal. It’s all cold and lumpy. 
Can I go out to play now? 

Vother: Jeanie, if you'll eat vour breakfast 
like a good girl, vou can have a dime for 
the movies this afternoon. 

(There are suspicious sounds in the 
dining-room as of a window opened and 
closed softly.) 

Jeanie: I'm all through, Mamma. Look! 

Vother: (Goes back into the dining-room) 
That's a good—Jeanie, what’s this trail of 
milk on the floor? You little devil you. 
Where is your cereal? Never mind, don’t 
tell me. I know what you've done. You've 
scraped it out the window again. Look at 
that mess on my clean porch floor. I'll 
attend to you for that! 

(There are sounds of spanking. Jeanie 
screams ) 


Jeanie: I hate you. I hate you. You're a 
mean old thing. 

Mother: Now. You go back upstairs to bed 
and you'll stay there for the rest of the 
morning. Get on now. 

(Jeanie is heard stamping up the stairs 
Mother comes back into the kitchen in 
despair. Sits down at the kitchen table, 
puts her head on her arms, and begins to 
cry. There is a soft knock on the outside 
door which opens softly. A public health 
nurse comes in.) 

Nurse: Why, Mrs. Smith. What ever is the 
matter ? Has something terrible gone 
wrong? I just passed Mrs. Jones on the 
street and she said she thought you wanted 
to see me. 

Mother: Oh, Miss Robinson. It’s Jeanie 
again. I’m all wore out with that child 
It’s fight, fight, fight with her from morning 
to night to get her to eat enough to keep 
her alive. She's getting meaner and sassier 
every day. I can't do a thing with her. 
Sometimes I declare I hate my own child. 

Nurse: We've talked this over before, haven't 
we, Mrs. Smith? And I gave you some 
suggestions, didn’t I? 

Mother: Yes. About having meals regular 
and all that. Honest, I’ve tried to do what 
you said, Miss Robinson, but something just 
rises up in me when I get to fighting with 
that child. I'm getting so wore out that 
I'm cross as two sticks when Jake comes 
home at night. Pretty soon I'll be fighting 
with him too, I guess 

Nurse: Mrs. Smith, I believe you need to talk 
to a brand new person who knows a lot 
more about this than I do. You're getting 
so upset inside that everything in your 
house is going wrong, isn't it? Will you 
come down to the office to-morrow morning 
between 9 and 10 and go over the whole 
thing with Miss Arthur? She knows just 
what to do with children like Jeanie, and 
she knows just how to explain to you what's 
wrong so that you can fix things vourself. 

Mother: Oh, what’s the use? I've tried 
everything. 

Nurse: But this time I know you'll get some- 
where. Will you come? 

Mother: I guess so, Miss Robinson—sure, I 
know I will. If I don’t do something quick, 
I'll be in a lunatic asylum. 


(Nurse goes out the street door. Mother 
turns to her washing, singing a little 
song.) 

Curtain 


ACT II 


Characters: Mother. 
The Public Health Nurse. 


The Mental Hygiene Supervisor. 


A Dietitian. 


_ Scene: The office of the Mental Hygiene Supervisor at the Public Health Nursing Associa- 
tion. Room is restful and pleasant looking. Contains desk, telephone, chairs, a rug, books and 
pamphlets on a table, a few posters. On the right near the window is a low table with a little 
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chair. 


sits on a small plate. 
half full of milk. 


The table is properly set for a child’s meal. 
the sort that can be bought in any five and ten cent store. 
A little apart from the plate, so that it cannot be easily upset, is a glass 
In the cereal dish is a small serving of cereal—two or three tablespoonfuls. 


PUBLIC HEALTH NURSING 


The dishes are bright and attractive, of 
A cereal dish, with slo ing sides, 


A white napkin covers the dishes until the Supervisor is ready to use the table for demonstra- 
tion. When the curtain rises, the Supervisor is seated at her desk. The Nurse and Mother enter 


from the side. 


Supervisor: Good morning, Mrs. Smith. I’ve 
been expecting you. Miss Robinson says 
that you are worried about your little girl. 
Won't you sit down and tell me about it? 
You'll stay, too, won’t you, Miss Robinson ? 
Perhaps if we all put our heads together we 
can find out what the matter is and what 
we can do about it. 

Mother: Yes, ma’am. It's just come to the 
place where I think I'll go crazy if I have 
to fight with Jeanie over one more meal. 

Supervisor: How long has Jeanie been fussing 
about her food? 

Mother: Oh, for— No— now that you ask 
me, I guess it just seems a long while. She 
was pretty good until she had something 
wrong with her kidneys about six months 
ago. 

Nurse: I remember. Mrs. Smith had to be 
unusually careful about Jeanie’s diet while 
she was ill. 

Supervisor: Of course, and Jeanie realized that 
you were worried about her food. Didn't 
she find out then that she could get a great 
deal of attention from you by refusing 
things the doctor ordered and asking .for 
things that you couldn’t give her? 

Mother: Oh, yes, ma’am, that was just it. 

Supervisor: And then she settled into a fussing 
habit. Poor little thing, I haven’t a doubt 
she wants this all straightened out even 
more than you do. 

Mother: But she’s the one that’s making all 
the trouble? Why don’t she stop it? 

Supervisor: I think perhaps you’re making a 
mistake there, Mrs. Smith. Little children 
like Jeanie can’t be made to take the 
responsibility for what they do. We older 
people must do that, you know. 

Mother: How do you mean? 

Supervisor: Did you ever notice that some 
days go better than others? 


Mother: Why, yes. Last Sunday was fine. 

Supervisor: Were you feeling any different 
yourself last Sunday ? 

Mother: Come to think of it, I was. My 
sister came to see me Saturday afternoon 
and we had a real good visit. Saturday 
night Jake had a raise, and Sunday he took 
care of Jeanie all day long. 

Supervisor: That is interesting. You were 
feeling especially happy. You weren't 
worrying. Your husband took charge of 
things for a while. And Jeanie behaved! 


Supervisor rises from her chair and greets them. 


That tells a story, doesn’t it? Did you 
notice anything different about the way 
your husband handled Jeanie—different from 
your way, I mean? 

Mother: Let me see— For one thing, Jake's 
real easy going. He don't scold Jeanie. 
They get along fine together. He sort of 
pals around with her. I remember Sunday, 
he let her help get breakfast and they had 
a real good time eating. 

Supervisor: Then Jeanie isn’t the same child 
with her father that she is with you? 

Mother: (quickly) She's real fond of 
of us. 

Supervisor: Yes, of course. But you asked me 
a minute ago what I meant when I said 
that grown-ups are really more responsible 
for the way children behave than the chil- 
dren themselves. 

Mother: You mean they sort of catch on to 
what they think we expect them to do and 
act that way? 

Supervisor: That's partly it. If you were to 
prick Jeanie with a pin, she would jump, 
wouldn't she? If you gave her candy, she 
is pleased. Both the jumping and the feel- 
ing-pleased are the direct result of some- 
thing you did yourself. You influence het 
this way, not only by what you do, but by 
what you say, by what you think, and by 
what you feel. 

Mother: I guess I see that. But how am I 
going to know what’s wrong in what I do, 
if I'm the one that’s making her so cranky ? 

(Supervisor leaves her desk, goes over 
to the book case and takes out three 
pamphlets.* Gives one to Nurse, one to 
Mother, and keeps one herself.) 

Supervisor: (speaking confidently) Let’s look 
at this together. There are some good sug- 
gestions here about problems like yours. 
You know many other mothers have been 
just as puzzled as you are about the very 
same thing. Let me see. Page 36. Here is 
the chapter we want: “Teaching a Child to 
Eat What He Shculd.” First we find a 
list of questions. Suppose we go over them 
one by one. How about the first one? 
(Speaks directly to mother), “Do you show 
your child that you are afraid she won't 
eat’? 

Mother: No, why—maybe I do. She must 
have heard me talk about it plenty of times. 

Supervisor: What’s next: “Do you express dis- 
likes or refuse food at the table yourself?” 


both 


*Applying Nursery School Methods of Child Training in the Home. Pamphlet—Kansas State 


Agricultural College Bulletin, No. 8, Vol. XIII. 
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Motl:er: I don’t think so. No, it wouldn’t be 
that. I don’t know, though—I was kind of 
sorry for her having to eat the cereal. It 
looked kind of messy to me. Maybe I said 
something like that to her when she was 
sick. I don’t just remember. 

Nurse: Number 3 and number 4 are important. 
“Do you pay too much attention to your 
child when she is eating? Do you talk too 
much about the food?” 

Mother: Seems to me sometimes I don't do 
much else. 

Supervisor: “Do you scold at mealtimes?” 

Mother: Well, don’t I have to? 

Supervisor: “Do you make mealtime a happy 
time for Jeanie?” 

Mother: How can I, when it’s such an awful 
time for everybody ? 

Supervisor: “Do you try to show your author- 
ity by punishment or forcing?” 

Mother: But haven't I got to make her eat? 

Supervisor: “Do you allow your child to eat 
between meals ?”’ 

Mother: Well, she has to have the food, 
doesn’t she? If she doesn’t eat at regular 
mealtimes, shouldn't I give it to her later? 

Supervisor: Probably not. We'll finish the 
list of questions and then talk about plans. 
“Do you serve meals at regular times, and 
is the food always hot and appetizing?” 

Mother: 1 try my best, but I can’t always 
do it. I get Jake off early, and then I 
either go back to bed, or start my house- 
work. If I go back to bed, I sometimes 
sleep kind of late to make up. 

Supervisor: It’s splendid of you to be so frank 
about things, Mrs. Smith. Let’s see, now, 
how all of this applies to Jeanie. Jeanie 
knows that you are afraid she won't eat. 
She trades on this a bit, doesn’t she? It 
gives her real power. She knows that rather 
than have her go without food—you will 
give in. She hears you tell other people 
what a terrible problem it is, and that makes 
her feel more important than ever. If she 
does go without breakfast, she knows that 
she can get extra little treats later. When 
you become exasperated and scold, Jeanie 
gets worked up, too, and probably has a real 
indigestion as a result of the excitement. 
Poor youngster. Life must be awfully mis- 
erable for her just now. 

Mother: 1 guess it is. But can you tell me 
how to change things ? 

Supervisor: At least, I'll try. Will you do 
certain things, just as I ask you, to-morrow 
morning ? 

Mother: Yes, ma’am. I'll be glad to do any- 
thing you say. 

Supervisor: Fine! First of all, let Jeanie know 
that you aren’t worried about her eating 
any more. Seem quite surprised and indif- 
ferent next time she mentions food. Next, 
let her know that you are going to be very 
regular about meals. Tell her to-night just 


what time to-morrow morning you will 
have breakfast. Get her up in a very matter- 
of-fact way. Give her fifteen minutes to 
dress, then call her for breakfast. Have 
this on the table ready. Be sure that the 
food is hot and looks nice. This is very 
important. By the way, I wonder if you 
would like to see a little table as we would 
set it for a small child? 


(Supervisor shows Mother the little 
table at right of stage. One by one she 
points out the things to be emphasized— 
low table, comfortable little chair, small 
helpings of cereal and miik, attractiveness 
of dishes, smoothness of cereal. Breaks 
off her explanation at this point to ask 
another question.) 


Supervisor: 1 wonder if you are cooking the 
cereal properly, Mrs. Smith? 

Mother: Well, mine don’t look just like this. 
I usually put it in a pan and set it on the 
stove. Maybe I'm not making it right. 

Supervisor: Maybe you're not. Do you mind 
if I ask Miss Carter to come in a minute? 
She is our dietitian and can tell you exactly 
how cereal ought to be prepared. 


(Goes back to the desk and lifts the 
telephone.) 


Supervisor: Hello! Miss Carter, please. Miss 
Carter? This is Miss Arthur. Can you 
come down to my office? One of our 
mothers would like to have you tell her how 
to cook cereal. Thank you. (Puts down 
the phone). Miss Carter will be here in a 
minute. To go back to the breakfast, Mrs. 
Smith, when Jeanie sits down, tell her in a 
calm but final way that you are going to 
have to take away the dishes in half an 
hour, whether she is finished or not. Don’t 
have any more conversation about food. If 
she tries to get your attention by fussing, 
or calling, pretend you don't hear. When 
the half hour is up, take away the dishes, 
whether Jeanie has finished or not. 

Mother: But supposing she hasn't eaten any- 
thing ? 

Supervisor: It won't hurt her a bit to go 
without. Am I right, Miss Robinson? 
(Nurse nods) I’m pretty sure that if you 
keep up this method of handling long 
enough, without giving in, Jeanie’s eating 
problem will disappear and you'll both be 
much happier. 


(There is a knock on the door. Miss 
Carter enters, carrying a small double 
boiler.) 


Supervisor: I'm so glad you could come, Miss 
Carter. This is Mrs. Smith. You know 
Miss Robinson. (Miss Carter nods to 
each). Will you please tell Mrs. Smith just 
how to cook cereal so that it won't be 
lumpy, -and will taste good to a little girl? 

Miss Carter: Vl be glad to. (Demonstrates 
her double boiler). Cereal should be cooked 
in a double boiler something like this. 
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Mother: (Interrupting) Oh, I couldn't afford 
to get one of them things. 


Miss Carter: You don’t need to, although as 
a matter of fact you can get them at the 
Five and Ten. You can get the same result 
if you take a small cooking pan and place 
it in a larger one containing the hot water. 
You will find directions for making the 
cereal right on the box. Be sure to read 
these to see how much water and how much 
cereal you ought to use. You should 
measure both. Put the right amount ot 
water in the small pan and salt it a little. 
When the water is boiling hard, stir in the 
cereal slowly. Meanwhile, of course, you 
have the big pan with some boiling water 
in it beside you on the stove. Set the small 
pan in the water inside of the big one, 
cover it, and let the cereal cook for a long 
time. Just how long you cook it depends 
on the kind of cereal—some cook in halt 
an hour and others should cook over night. 
While it is cooking stir it occasionally, but 
the time when the stirring counts most is in 
the beginning when the grains are starting 
to swell. Slow, careful stirring at first makes 
it impossible for the cereal to **lump.” 

Supervisor: Thank you very much, Miss 
Carter. I’m sure Mrs. Smith will find your 
directions helpful. 


PUBLIC HEALTH NURSING 


Mother: Vil try to do it that way. 

Miss Carter: You're both very welcome. If 
you need me again, just let me know. 
(Exit). 

Supervisor: You see, if children are to eat 
without fussing, the food must be hot, ap- 
petizing, properly prepared, and daintily 
served. Shall we go over the plan for to- 
morrow again? 

Mother: We don't need to do that, Miss 
Arthur. I remember just what you've said. 
I'll try it, but I’m not so sure it’s going to 
work. 

Supervisor: Of course, we won't be able to 
make Jeanie over in a minute, but if you 
are firm and quiet she should soon be all 
right. How would you like to have Miss 
Robinson drop in on her way to her first 
morning call, just to see how things are 
going ? 

Mother: 1 would like it. 
Robinson ? 

Nurse: Yes, indeed, I will, Mrs. Smith. It’s 
going to be all right and you don't need to 


Will vou come, Miss 


worry. I must make another call this after- 
noon on your street. May I take you 
home? That's fine. 


(Mother and Nurse leave, both bidding 
Supervisor “Good-bye.” ) 


Curtain. 


EPILOGUE 


The Prince was really a very wise man. 


Somebody about a Program in the morning.” 


“Why, of course,” he said to himself as he sipped 
a dish of hot tea, “Home is the right place for Mental Hygiene. 


I'll have a conference with 


ORTHOPEDIC SCHOLARSHIPS FOR 1932-33 


The Crippled Children’s Committee of ihe 


3rooklyn (N. Y.) Rotary Club, announces its 


scholarships for the course in Orthopedics for public health nurses given at Long Island College 


of Medicine, Brooklyn. 


There are five scholarships available for the college year beginning in late September, 1932 
for properly qualified nurses outside of Greater New York. 

Awards will be made to the five nurses who stand highest, judged on the basis of (1) Edu- 
cation, (2) Experience, (3) Statement of purpose in applying for the scholarship, (4) Future 


field of work. 


Eligibility—Applicant must be a registered graduate nurse, not over thirty-five years of age, 
having four years high school education or sufficient special experience or training as shall 


warrant recognition as equivalent to such academic preparation. 


In order to make it reason- 


able for a nurse to live in Brooklyn for the eight months of the college year, arrangements can 
be made for substitute work sufficient for self-support. 
The course is designed to emphasize prevention of cripples, and uses for its theme two 


questions: What can make a cripple? 
handicaps ? 


Subjects Covered 


What can be done to lessen the incidence of physical 


Anatomy: Applied orthopedic anatomy includes bones, muscles, and joints with reference 
to mechanics and function; and the nervous system with regard to motor disturbances. 

Diseases and Deformities: Stress is laid on the appreciation of disease and deformity, on 
the causes, and early recognition of these conditions, rather than on treatment. 

After-care: After-care includes principles of muscle re-education and corrective exercise ; 
description and use of apparatus, such as braces, plaster-of-paris, etc. 

Applications must be on file not later than June 15th, 1932. 

Application blanks and information may be obtained from the Directing Secretary, Anne F. 

Hasbrouck, R.N., 225 25th Street, Brooklyn, New York. 


Speech Defective Children: A Point of View 


By WENDELL JOHNSON, Ph.D. 


HEN is a child’s speech defec- 

tive? And when does defective 

speech in a child constitute a 
problem? When it does constitute a 
problem what is the proper point of 
view for the parents to adopt toward it 
and toward the child? 

Normal speech, and especially the 
normal speech of children, cannot be 
defined in strict terms. Normal speech 
for a child of superior physical and 
mental development is quite different 
from that of a child who is retarded 
physically or mentally or both. The 
one will not only have a larger vocabu- 
lary and a better ability to put words 
together than the other will have, but 
he may also present more distinct pro- 
nunciation of sounds and the ability to 
hear finer differences between sounds. 
So we see that two children of the same 
age may show marked differences in 
speech and yet both be quite normal. 

A child may have speech that is nor- 
mal or abnormal for his age or his de- 
gree of physical development or his level 
of intelligence. And there are other 
standards according to which speech 
may be judged. It is enough, however, 
to remember that Johnny’s speech may 
be worse than Bobby’s and still not be 
defective. 

We may say in general that a child’s 
speech is defective, and that it presents 
a problem, when his speech development 
lags noticeably behind other phases of 
his development (retarded speech) or 
when he presents symptoms of some 
definite speech disorder. 

Retarded speech may be recognized 
‘n the child’s knowledge of words, his 
ability to use words, and his ability to 
pronounce words. If at the age of two 
ears, a child is capable of responding 
‘0 his world by the use of a few dozen 
imple words, spoken clearly enough to 
e fairly well understood by an ordi- 
\ary stranger, it is probable that his 
speech development is normal. If there 


is any significant doubt as to his ability 
to do this, a speech pathologist of rep- 
utable standing should be consulted. 


SPEECH DISORDERS 


Speech disorders, aside from retarded 
speech, may be divided into three 
classes. First, there are disorders of 
phonation and articulation, in which 
sounds are not made correctly. Rigid 
standards of correct pronunciation are 
not to be expected of a youngster, but 
neither are definite and persistent mis- 
takes. Sometime before the child is four 
or five years old, he should show an 
habitual tendency to say “drink” in- 
stead of “dwink,” “throw” instead of 
“frow, and “saw” instead of “thaw.” 
He should be able to say “Susie” with- 
out whistling. Such examples could be 
multiplied to great length. But most 
parents can recognize definitely faulty 
pronunciation, although many parents 
encourage baby talk—an amazingly 
stupid practice when carried out at the 
expense of normal speech development. 

Second, there are disorders classified 
under the general name of aphasia. In 
these disorders, the main symptoms are 
lack of ability to understand written 
and spoken language, to think readily 
in terms of words, and to speak or write 
sensibly. The mind may “go blank,” 
so to speak. An object may be recog- 
nized, but the name of the object cannot 
be recalled. The speech of some 
aphasics sounds like a verbal hash, a 
jabber of odd words, and of words 
wrongly used. In aphasia we see the 
extreme forms of common lapses of 
memory, “fumbling for words,” and 
normal errors in choice of words. 

Third, there are the disorders of 
rhythm in speech, commonly known as 
stammering or stuttering. There is no 
basic difference between stammering and 
stuttering, and most authorities now use 
only the one term, stuttering. Normal 
regularity of breathing is disturbed 
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248 PUBLIC 
during stuttering speech. There is on 
file in the Iowa Speech Clinic Labora- 
tories a record showing that I, as a 
stutterer, tried for nineteen seconds to 
speak while drawing air into the lungs. 
I didn’t know it until I saw the record 
on a smoked drum! When the stutter- 
ing child is trying to talk, there may be 
no air escaping from his lungs, or air 
may escape with no sound being made, 
or he may breathe in and out by jerks. 
Marked breathing disturbances of this 
nature can be detected by most parents. 

The speech of a stuttering child may 
assume any one of a large number of 
forms, but in any form it is to be quite 
easily recognized as stuttering. There 
may be pauses in the child’s speech— 
not just periods of silence—but pauses 
during which the child knows what he 
wants to say and tries hard to say it. 
The child may “hit a word” several 
times before getting it spoken, as when 
he says “bu-bu-bu-but.”” There are 
almost endless variations of these two 
symptoms. The child may learn to use 
tricks, and especially as he grows older 
he is likely to develop many devices— 
from avoiding social speech situations to 
talking slow and substituting “easy” 
words for “hard’’ ones—by which he 
makes his speech appear quite normal, 
although inwardly he may be stuttering 
severely. These tricks fool many people 
and some parents, but parents who are 
intimate with their children and who 
know what to look for can usually de- 
tect stuttering if it is present. 

Speech disorders of the kinds men- 
tioned here constitute real problems. 
The description of these disorders could 
be elaborated in great detail, and other 
disorders, especially of the voice, could 
be mentioned. But enough has been 
said to assist public health nurses in 
helping parents to recognize some of the 
more common speech defects which re- 
quire definite attention. 


TWO PROBLEMS IN THE SPEECH 
DEFECTIVE CHILD 


The speech defective child presents 
two problems, that of a speech disorder 
and that of a growing child. Let us 
consider first the problem which is in 
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many respects the least important, that 
is the problem of dealing with the speech 
disorder itself. 

In this connection, perhaps the most 
common error made by parents is that 
of regarding the speech defect as some- 
thing very simple. They are prone to 
think that the child has a habit, or that 
he is imitating someone, or that he is 
careless, or lazy, or stubborn, or even 
cute. About ninety per cent of the 
parents whom I have questioned are 
more or less inclined to the belief that 
stuttering is a stage through which the 
child must pass and out of which he will 
grow in the natural course of events. 
Parents commonly regard stuttering as 
a kind of “‘nervousness,” or a symptom 
of fear or lack of determination, or as a 
habit. 

As a matter of fact, in very few cases 
can defective speech be passed off as a 
matter of mere habit—or ‘‘nervousness”’ 
or imitation or fear or any other such 
simple thing. Speech is extraordinarily 
complex. We have speech and lower 
animals do not have it, because our or- 
ganisms are rather more complex than 
theirs—it is to this added complexity 
that we owe our speech, and our speech 
disorders. 

We do not speak because we have lips 
and tongues and voice boxes. Animals 
have all of these. But animals do not 
have our brains. We speak because we 
have “talking brains,” brains a bit more 
complicated and sensitive and expressive 
than the brains of animals. When we 
think of speech and of speech defects 
we should think of the brain as being 
the fundamental seat of the whole 
matter. 

When we observe a speech defective 
child, we should bear in mind, not tha! 
the child is timid or cute or careless, but 
that speech, whether normal or defec- 
tive, is produced 5by muscle action 
Muscle action results when nervous im 
pulses, traveling down nerve tracts from 
the brain, enter the muscles. If th 
brain is such that it sends out codrdi 
nated nervous currents, the muscles wi! 
move in harmony, and speech will be 
clear and fluent. But if the brain is s: 
organized that it sends out nervous cur- 
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rents which are not well codrdinated, the 
muscles cannot move smoothly and in 
harmony, and speech cannot be clear 
and rhythmical. Think of a speech dis- 
order in terms of muscles and nerves and 
the brain, and you will be much more 
likely to be kind and patient and intelli- 
gent in dealing with a speech defective 
child. 


A CASE FOR THE SPECIALIST 


Because speech disorders are so com- 
plex, and because an adequate under- 
standing of them requires training in 
biology, neurology, physiology, and sev- 
eral other “ologies,” parents are to be 
urgently cautioned against jumping to 
conclusions about speech disorders in 
their children. Especially are they to be 
warned against undertaking treatment 
on the basis of their own home-made 
theories! It is downright dangerous. 
poorly trained speech correction 
teacher can do considerable harm to a 
child, a poorly trained parent can do 
even more damage, because the parent 
is with the child more. 

Practically all of the important scien- 
tific work on speech defects, especially 
on stuttering, has been done in the past 
ten years, and the best information now 
available is known by very few people. 
But although the facts are new and not 
widely known, they are nonetheless 
facts. Indeed, a theory of stuttering 
that is more than five or ten years old 
is to be regarded with real suspicion. 
Advertised “stuttering schools” are to be 
carefully avoided. 

For the parent who faces the problem 
of dealing with a speech disorder, the 
first advice is to see a child specialist, a 
physician, or a speech pathologist, but 
make sure beyond a doubt that your 
expert is very familiar with recent scien- 
tific research on speech defects. When 
you are sure of that, follow his advice 
carefully. If you do not know where to 
turn, write to some leading university 
for information. Speech disorders can 
be treated with much success nowadays. 
We consider very, very few cases as 
hopeless. 

And remember the muscles, 
nerves, and the brain! 
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instead of regarding the speech defec- 
tive child as stupid or careless or stub- 
born. The child is very likely doing his 
best with what he has to work with. 


THE SECOND PROBLEM—THE CHILD 
HIMSELF 


In dealing with the defect, however, 
we must not lose sight of the child. First 
of all, the speech defective is a child, 
just as human as any other child, and 
he has a right to expect the normal op- 
portunities for useful and happy living. 
The problem of dealing wisely with him 
on this basis is the biggest and most im- 
portant problem which he presents. 
Parents too often make the grave mis- 
take of thinking of the speech defective 
child in terms of his speech defect 
instead of thinking of him in terms of 
his childhood and his child nature. 

It is not enough to prevent the dis- 
order from developing to a serious stage, 
or to cure it. Normal speech is not a 
panacea for all human troubles, and 
normal speech is not the chief aim of 
clinical speech correction. The chief 
aim, and the parent’s most important 
task, is to teach the child those attitudes 
and adaptations by which he can deal 
with a speech disorder—and with any 
other fact of life—with clear under- 
standing, a sane perspective, and the 
willingness and ability to get from any 
situation the utmost fair advantage for 
himself and for society. In simple 
words, we want to bring up a child who 
will be willing and able to make the 
most of what life offers him, whether 
he stutters or lisps or speaks very 
fluently. 

Certainly it is the parents’ obligation 
and pleasure to make every effort to 
have the speech disorder removed. But 
the parents should never suppose for a 
moment that their child will necessarily 
be a useful and happy citizen just be- 
cause he will be able to talk fluently; 
or that their child will necessarily be a 
useless and miserable person just be- 
cause he must stutter or lisp. Life 
amounts to much more than speech, 
normal or defective, and the way one 
lives is far more important than the way 
one talks. 
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THE RIGHT ATTITUDE TOWARD THE 
DEFECT 

A speech defect makes a child differ- 
ent from children who speak normally. 
It has a profound influence on the 
child’s attitudes and adaptations toward 
himself, other people, and the world 
around him. The child is going to dis- 
cover these facts sooner or later. There 
need be no tragedy in this. There is no 
point in trying to “kid” the child along 
by telling him or by pretending to him 
that he is no different from other chil- 
dren or that his speech disorder makes 
no difference in his life. The parent or 
nurse who uses such a policy is sooner 
or later going to be regarded by the 
child as dishonest or lacking in under- 
standing. 

There is no point in not talking about 
the speech defect, just as there is no 
point in talking about it too much. 
When it enters naturally into the con- 
versation between parent and child, it 
should be frankly and intelligently dis- 
cussed. Whether we suspect it or not, 
the child is going to have his own 
thoughts and feelings about his speech 
disorder, and it is very important that 
those thoughts and feelings lead to 
something other than despair. 

The way a child reacts to his speech 
defect is a pretty good indication of the 
kind of a child he is, and the kind of 
training his parents have given him. 
And it is a fair indication of the kind 
of a man he is going to be, whether his 
speech defect be cured or not. It may 
show him to be a pouter or a good sport, 
a child puffed up with unhealthy pride 
or a child who is genuine, a child with 
a nasty temper or one who can face 
facts peacefully. And the parents can- 
not blame it all on heredity or stomach 
ache or the neighbor’s children. A large 
part of the child’s nature is the result 
of their own work, good or bad. 

Likewise, the way parents react to a 
speech defect in their own child shows 
quite well the kind of individuals they 
are. It may show them to be apolo- 
getic or candid, emotional or objective, 
the kind of parents who will sacrifice the 
emotional and mental balance of their 
child in order to keep up with the 
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Joneses or who have the good sense to 
admit that the Joneses have a bigger 
car. And whether they try or not they 
are going to pass on to their child a 
good share of both their own meanness 
and their own goodness. The great 
hope which a speech defective child has 
of becoming a useful and happy citizen 
iies in the ability of his parents to be 
useful and happy persons themselves. 

I know a great number of stutterers, 
and their personalities. range between 
two extremes. At the one extreme are 
the ones who look upon stuttering as a 
great handicap, a source of keen humilli- 
ation, and a mark of inferiority. They 
have seen this side of the picture, and 
their parents have done much to point 
it out to them—by scolding them or by 
protecting them too much, by apologiz- 
ing for them or by ignoring the stutter- 
ing to the extent of trving to make 
school teachers or public speakers of 
them. These stutterers have observed 
one side of the picture to the point of 
exaggeration, and that has been their 
great mistake. In helping them to do 
this, their parents have committed a dis- 
astrous error. But it is never too late 
to see the mistake and make it right, 
provided the final tragedy has not oc- 
curred. More than one out of four 
stutterers admit the serious contempla- 
tion of suicide, as compared to one out 
of seven normal speakers. This fact is 
not inevitable; it could be avoided, 
largely by rightly informed parents. 

UNDERSTANDING THE CAUSE OF 
STUTTERING 


The theory that stuttering is caused 
by the fear of stuttering or by timidity 
or despondency—that stuttering is 
“mental” and “emotional”—is very 
popular. But careful research has 
failed to support this view. Careful re- 
search has shown, first, that stuttering 
is a deeply-rooted disorder of the cen- 
tral nervous system and. second, that 
the stutterer’s timidity and despond- 
ency, and especially his fear of stutter- 
ing, are largely the results of the speech 
disorder. They are part and parcel of 


the stutterer’s manner of reacting to a 
defect which he regards as a handicap 
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and a humiliating, rather disgraceful 
characteristic. 

Stutterers who regard their defect in 
such a light, and who therefore feel 
more or less shame, tend to hide the 
disorder and the part that it plays in 
their feelings and thoughts. They try 
not to stutter, and they do not like to 
talk about stuttering. Their parents 
commonly encourage them in this secre- 
tive policy. The result is that they lose 
intimate and sincere contacts, being re- 
served and insincere themselves. They 
are misunderstood—because they do not 
accept the facts and talk frankly about 
them. They do not make themselves 
understandable. Such behavior usually 
begins in childhood and commonly has 
its roots in the parental attitudes ex- 
pressed in such advice as: “Johnny, 
when you start to stutter, just stop, take 
your time,—but don’t stutter.” Johnny 
gets the idea that stuttering is some- 
thing to be concealed. It is like say- 
ing, “Johnny, when you start to limp. 
just stop and start over—but don't 
limp.” 

The speech defective child should be 
accepted as the kind of individual he is. 
and he should be encouraged to accept 
himself. This does not mean that no 
effort is to be made to cure the defect— 
on the basis of a proper understanding 
of it. It means that while the defect 
exists, no shameful meaning should be 
attached to it. It should not be con- 
cealed and hushed up, for that leads to 
feelings of worthlessness and unsocia- 
bility. 


A CONSTRUCTIVE APPROACH TO THE 
PROBLEM 


At the other extreme are the stut- 
terers who look upon stuttering as a 
fact to be accepted, something for which 
they are not to be blamed, a problem to 
be met by science instead of blind hope 
and prejudice. Some even recognize the 


advantage of stuttering, the opportuni- 
ties it gives one to build character, to 
learn what it means to put oneself in 
the other fellow’s place, and to experi- 
ence depths of feeling uncommon to 
merely normal persons. One boy who 
had taken up authorship said, ‘Writing 
is the art that stuttering gave me.” 
They have seen this side of the picture, 
and their parents have helped them to 
see it—by facing the problem with them 
squarely, honestly, without shame or 
empty pride, and with a fine sense of 
the privilege of making the most of life. 
These stutterers have observed that 
stuttering is an inconvenience and a real 
handicap in some respects, but not that 
it is a tragedy. One stutterer, upon ap- 
pearing before an examination commit- 
tee in a university, said, “Gentlemen, I 
stutter and I will stutter in this exam- 
ination. If you don’t mind it, I certain- 
ly don’t.” The observations of these 
stutterers have been the foundation 
upon which they have developed their 
advantageous attitudes and adaptations. 
It is the observations which the child 
makes of his speech defect and of his 
situations that must be wisely con- 
trolled. 

It is the obligation and the privilege 
of the public health nurse to help 
a parent to observe the speech de- 
fective child with a true perspective, 
without blind prejudice and foolish 
hope, with a respect for facts and 
the work of science. And the parent 
should have an endless capacity for 
putting himself in his child’s place. The 
rest in large measure will take care of 
itself. 

There are over ten million speech de- 
fectives in the United States. There are 
one million stutterers. The problem 
which they present is immense and 
serious, and constitutes a tremendous 
opportunity for enriching human life on 
a grand scale. 
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PS lorence Nightingale 


Hay 12, 1820—Augqust 12, 1910 


During the American Public Health 
-lssociation Convention in Montreal last 
September, the editor had the pleasure 
of visiting Miss Margaret Moag, Super- 
intendent of the local branch of the Vic- 
torian Order of Nurses. In Miss Moag’s 
office, framed and hanging on the wall, 
was the original of this letter from Miss 
Nightingale. The letter was a gift to 
the local association of the Victorian 
Order of Nurses from Mrs. J. B. Lear- 
mont, who was one of the first presidents 
of the organization and has always main- 
tained great interest in the work 
throughout Canada. The Association 
has also another photograph of Florence 
Nightingale which she autographed in 
presenting it to Mr. Learmont, who was 
an art connoisseur. Miss Moag writes: 
“We are very proud indeed to own these 
two pictures.” 
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Miss Nightingale in the Hospital at Scutari 
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Salaries of Public Health Nurses 


By LOUISE M. TATTERSHALL 


STATISTICIAN, NATIONAL ORGANIZATION FOR PuBLIC HEALTH NURSING 


N order to make the annual report on salaries paid public health nurses more 
I representative of the country, the list of agencies, health departments, boards 

of education and public health nursing associations which are asked for infor- 
mation regarding salaries paid to nurses on their staffs, has been increased. The 
number included in 1930 and in previous lists was 360, the present list includes 
440 agencies. The agencies added are mostly those located in places of less than 
100,000 population and those employing less than 25 nurses. Another change has 
been made in the present report: there is a regrouping of the cities in which the 
agencies are located. In the 1932 report, cities are classified according to the 
population groups used in the 1930 U. S. Census Report and not as they were 
in previous reports on salaries. In making certain comparisons of the 1932 report 
on salaries with previous reports, these two facts should be kept in mind. 


The report on salaries paid public health nurses on January 31, 1932 is based 
on information from 104 health departments, 130 boards of education, and 143 
public health nursing associations. All the agencies employ two or more nurses, 
except 20 boards of education which employ one nurse each. Twelve agencies, 
six health departments and six public health nursing associations serve counties or 
group of townships. The other agencies serve only the places in which they are 
located. 


That we might have some idea as to whether or not the salaries reported for 
January 31, could be considered as the salaries to be paid for the year 1932, all 
agencies were asked if changes in salaries were to be made at a later date and, if 
so, What changes. Of the total 377 agencies, sending information, only 12 agencies, 
three health departments, one board of education, and eight public health nursing 
associations report that plans are made for cuts in salaries to go into effect after 
January 31. In addition, three health departments and three boards of education 
report that it is probable that cuts in salaries will be made later. As these 18 
agencies represent only five percent of the total number of agencies included in this 
report, the salaries given may be considered as those to be paid for 1932. 


HEALTH DEPARTMENTS AND PUBLIC HEALTH NURSING ASSOCIATIONS 


The tables published in this report are the same as in former reports, and 
sive the monthly salaries, tabulated to the nearest $5.00, paid to nurses holding 
various positions and the number receiving the salary in agencies employing two 
r more nurses in cities of different populations. 


The median monthly salaries paid to directors or chief nurses, to supervisors 
‘special supervisors included) and to field nurses in agencies located in cities of 


certain populations and in agencies employing a certain number of nurses are 
“ven in Table 1. 


No report was made in 1931 on salaries paid public health nurses, but it is 
possible to compare salaries for 1932 with those for 1930 and 1929. A table fol- 
‘ows showing the median monthly salaries paid directors or chief nurses, super- 
‘sors, and field nurses by health departments and public health nursing associa- 
‘ons. The salaries paid by these two types of agencies in 1932 have returned to 
he level of salarieS paid in 1929. Health departments have apparently made 
ereater cuts in salaries than have public health nursing associations as the median 
salaries paid by health departments in 1932 are lower than those paid in 1930. 
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In public health nursing associations, the median salaries paid supervisors and field 
nurses is the same in 1932 and 1930. The seeming decrease in salaries paid 
directors of public health nursing associations is largely due to the fact that a 
greater number of agencies having less than 25 nurses and especially those having 
less than 10 nurses were included in the 1932 report, than was the case in the 
1930 report. The inclusion of a greater number of agencies paying lower salaries 
would tend to decrease the median salary, and the difference between the median 
salaries for the two years would not represent an actual decrease in the salaries 
paid. 


TABLE 1. MEDIAN MONTHLY SALARIES PAID BY HEALTH DEPARTMENTS AND BY 
PUBLIC HEALTH NURSING ASSOCIATIONS, CLASSIFIED BY POSITION OF NURSE, 
POPULATION GROUP AND NUMBER OF NURSES EMPLOYED 


January 31, 1932 


Directors Supervisors Field Nurses 
Health P. H. Health P. Hi. Health P. H. 
Depts N. Assns. Depts. N. Assns. Depts. N. Assns. 
All agencies $210 $165 $135 
For group ------- eee $180 $225 $175 $165 $145 $135 
Population group 
Places of 
1,000,000 or more —__-- ascetics 250" 415 190 190 150 150 
500,000 to 1,000,000 325 170 165 140 135 
250,000 to 500,000 -.......--- oeelen 175 275 150 160 130 130 
100,000 to 250,000 _____. 170 250 lov 155 130 125 
50,000 to 100,000 175 200 3 150 135 125 
25,000 to _ t 195 t t 140 125 
Less @an‘ 25,000 .........-- t 75 140 125 
Counties and districts ~-.-.-_-------- 135 150 
Number of nurses employed: 
225 415 180 175 145 140 
185 275 150 160 125 125 
10 to 24 ... 180 275 155 150 120 125 
170 190** t 150 135 125 


* Based on less than 10 cases 

t Insufficient number of cases 

** (Agencies 6 to 9 nurses: $200 month 
Agencies 2 to 5 nurses: 175 month 


TABLE 2. MEDIAN MONTHLY SALARIES PAID DIRECTORS OR CHIEF NURSES, SUPER- 
VISORS, AND FIELD NURSES BY HEALTH DEPARTMENTS AND PUBLIC 
HEALTH NURSING ASSOCIATIONS, 1932, 1930 and 1929 


All agencies Health Department P. H. Nursing Assn. 
Field Field Field 
Year Dir. Sup. Nurse __ Dir. Sup. Nurse Dr. Sup. Nurse 
oe $165 $135 $180 $175 $145 $225 $165 $135 
EAS 225 170 140 190 190 165 250 165 135 
ere 210 165 135 190 175 140 250 160 130 


SCHOOL NURSES 


The report on salaries paid school nurses includes salaries paid by health de- 
partments and boards of education to graduate nurses giving full-time to school 
nursing. Table 7 gives the salaries paid to supervising or chief nurses by boards 
of education only, as school nurses employed by health departments are under the 
supervising or chief nurse of the division of public health nursing. 


Table 3 gives the median yearly salaries paid by both health departments and 
boards of education to field nurses giving full-time to school nursing. 


Comparing for three years the median yearly salaries paid to supervising 0! 
chief nurses by boards of education and to school field nurses by health depart- 
ments and boards of education, we have the following: 


uw 


SALARIES OF PUBLIC HEALTH NURSES 


Median Yearly Salary 


Year Director or Chief Nurse School Field Nurse 
(B. E.) (B. H. and B. E.) 

1932 $2,100 $1,760 

1930 2.280 1,800 

1929 2.140 1,670 


TABLE 3. MEDIAN YEARLY SALARIES PAID BY BOARDS OF EDUCATION AND BY BOARDS 
OF HEALTH TO FIELD NURSES ENGAGED IN SCHOOL NURSING 
CLASSIFIED BY POPULATION GROUP 
January 31, 1932 

Median Yearly 


Population group Salary 
All cities $1.760) 
1,000,000 or more 1,830 

500,000) to 7,000,000 1,950 
250,000 to 500,000 1,64 
100,000 to 250,000 1,580 
50,000 to 100,000 1,620) 
25,000 to 30,000 1,7 
Less than 25,000 1 


(Salary tables follow on pages 256 to 262 


OF INTEREST TO INDUSTRIAL NURSES 


The National Society for the Prevention of Blindness. 450 Seventh Avenue, New York City, 
has prepared for distribution (5 cents per copy) a leaflet on Eye Protection in Industry. A 
self-appraisal form for those connected with industry is included. 


OF INTEREST TO SCHOOL NURSES 


How the girls in the Woodrow Wilson Junior High School of Cedar Rapids, Iowa. have 
maintained a 100 per cent tooth record for eight successive years is told in the April number 
ot the Journal of the American Dental Association. 


OF INTEREST TO ALL 


We call attention again to the eight attractive illustrated black and white charts dealing 
with child feeding in a non-technical way issued by the U. S. Department of Agriculture. The 
cost of the full series is twenty-five cents and may be obtained from the Superintendent ot 
Documents, Government Printing Office, Washington, D. C. Money or postal order acceptable 
(not stamps). 

The caption for the chart from which this illustration is taken is: “Good beginning in selt- 
help; busy, interested, independent, helping herseli—creates interest in eating.” 
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REAT popular interest in the use 
of irradiated foods has been stimu- 
lated by the dramatic discovery 
made simultaneously by Steenbock’ in 
Madison and Hess in New York that a 
food-mixture which ordinarily caused 
the development of rickets in young 
growing rats was, by exposure to ultra- 
violet light, so changed that it no longer 
produced this pathological condition. 
The particular substance in foods which 
becomes antirachitic under the influence 
of ultraviolet light has been identified 
as a common constituent of natural fats. 
It is ergosterol, a white crystalline com- 
pound first separated from ergot, the 
fungus of rye, and since found in yeasts 
and many other fungi. When irradiated 
with a suitable source of ultraviolet 
light, it becomes so active that minute 
quantities are effective, thus conforming 
to the original definition of a vitamin. 
Some notion of its high antirachitic po- 
tency may be gained from the statement 
that in one ounce of irradiated ergosterol 
sufficient vitamin D can be induced to 
provide the daily dosage for about 
30,000,000 rats. 


It is a simple matter to prescribe this 
irradiated ergosterol dissolved in oil as 
a specific against rickets in infants. 
However, in this form, it is a medicine 
and its administration calls for coépera- 
tion and intelligence on the part of the 
mother or person caring for the child. 
Although the early reports indicated 
harmful effects from feeding of irra- 
diated ergosterol, these are not con- 
firmed in recent experiments. Unpub- 
lished results of this laboratory show 
that 20,000 to 30,000 times the thera- 
peutic dose of a well-known commercial 
irradiated ergosterol preparation when 
fed to rats produces no untoward effects 
upon growth or longevity. The inter- 
pretation is that irradiation is now con- 
trolled so that various by-products 


which were the cause of the undesirable 
results, are no longer formed. 


Irradiated Foods 


By ELIZABETH M. KOCH 
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The alternative of augmenting the 
vitamin D in foods by irradiation or 
other means and thus eliminating the 
inconvenience and expense of special 
therapy seemed logical to attempt. In 
a recent publication, Hess* of New York 
states that one-half of all white children 
and three-quarters of all colored chil- 
dren enrolled in his clinics are rachitic. 
The introduction of vitamin D into the 
food of such children in amounts suffi- 
cient to act as a preventive would be an 
important contribution to child health. 

The first foods to suggest themselves 
for such irradiation experiments were 
milk, cereals, and vegetables. To be of 
value for this purpose a food must con- 
tain sufficient pro-vitamin to make its 
activation practicable. But a further 
consideration, fully as important, is the 
effect. which exposure to ultraviolet 
light will have upon other constituents 
of the food—the vitamins A and C 
which are especially sensitive to oxida- 
tion, or even the supposedly more stable 
proteins, fats, and carbohydrates. Will 
the nutritive value of irradiated food be 
diminished or will the palatability and 
keeping qualities be impaired by such 
treatment? As yet our knowledge of all 
these questions is comparatively meager 
although it is rapidly being advanced 
by the extensive experimental work of 
foreign as well as American laboratories 
and clinics. 


IRRADIATED MILK 


Milk, which forms so large a propor- 
tion of the food of children and which 
carries appreciable amounts of pro- 
vitamin, has been the chief subject of 
these investigations. In 1929, Coward* 
reported that ordinary market milk sold 
in England throughout the greater part 
of the year contained almost no anti- 
rachitic vitamin. By irradiation, this 
milk acquired potency of such an order 
that one-half pint was equivalent to 30 
drops of cod liver oil. A few samples 
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were made eight to ten times as active. 
Recently (1932) Supplee, Dorcas, and 
Hess” have confirmed these results, both 
as to the minimum antirachitic proper- 
ties of ordinary milk and the notable 
increase after application of a suitable 
quality and quantity of radiant energy. 
These same authors found that milk 
which had been irradiated under con- 
trolled conditions and _ subsequently 
dried by the “Just” process, protected 
even colored infants from rickets during 
the winter months. 

In the earliest attempts to activate 
milk an objectionable flavor and odor 
were developed probably because of 
over-exposure and failure to protect the 
milk from ozone and heat. But Supplee, 
Hanford, Dorcas, and Beck” have dem- 
onstrated that the rate of vitamin D 
formation is greatest in the early stages, 
that is, the first few seconds of exposure, 


and that with further treatment, 
destruction of the vitamin offsets any 
increase in potency. Other workers 


have confirmed this rapid increase in 
activity as well as the preservation of a 
natural odor and flavor when irradiation 
is properly controlled. 

Another serious objection raised to the 
direct irradiation of milk was the accom- 
panying loss of vitamins A and C by 
oxidation, That difficulty, too, has ap- 
parently been overcome by improved 
technique. Supplee and Dow':* have 
exposed both liquid and dried milk to 
ultraviolet light for varying periods of 
time and assayed the products of vita- 
mins A, C, and D. Their data indicate 
that milk irradiated either in dry or 
liquid state under conditions that im- 
parted marked bone-forming properties 
and prophylactic qualities for rickets 
showed no evidence of vitamin A de- 
struction, In the case of vitamin C on 
the other hand there was distinct loss 
of potency when liquid milk was irra- 
diated for only a few seconds in a thin 
film with a current of air blowing across 
it. In contrast to this, dried milk irra- 
diated for three minutes or even for 
twenty minutes showed little demon- 
strable Joss of vitamin C, The authors 
conclude from these results that if the 
irradiation of liquid milk had been ex- 
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tended to a period of even a few min- 
utes, a marked, if not complete destruc- 
tion of antiscorbutic vitamin would 
occur. They consider this a distinct ad- 
vantage in favor of the irradiation of 
milk in the dry state. 

In confirmation of this finding that 
vitamin A is not materially affected by 
short exposure periods, Norris’ has re- 
ported that when cod liver oil is irra- 
diated there is practically no loss of this 
activity during the first hour, but that a 
subsequent equal interval brings about 
very rapid destruction. 

Other advantages have been claimed 
for irradiated milk than its specific effect 
on rickets. German workers in particu- 
lar consider it beneficial in pregnancy 
and lactation. It is said to aid in the 
healing of bone fractures and others re- 
port that children receiving irradiated 
milk show a sudden increase in weight 
over the controls. This may be entirely 
the growth-promoting effect of vitamin 
LD) which has been repeatedly observed 
in the case of animals. In addition there 
is undoubtedly some destruction of bac- 
teria by ultraviolet irradiation although 
complete sterilization of milk by this 
means is not feasible. 

There have been no indications of 
harmful effects as a result of overfeed- 
ing with irradiated milk even when 
three pints daily were fed for long 
periods of time, 


INTRODUCTION OF VITAMIN D INTO MILK 
BY FEEDING IT TO THE COW 


In spite of these very favorable re- 
sults obtained with direct irradiation of 
milk, there is the disadvantage that this 
process involves additional manipula- 
tion. Also, the protein of milk acts as a 
screen to ultraviolet light so that all 
portions of the liquid are not uniformly 
treated even when it is exposed in a 
thin film. For these reasons the indirect 
method of introducing vitamin D by 
feeding it to the lactating cow has at- 
tracted attention. Cod liver oil, irra- 
diated ergosterol, and irradiated yeast 
have all been used successfully in aug- 
menting the vitamin D of milk, But 
Golding'® and co-workers found that cod 
liver oil, when administered in sufficient 
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quantities to increase the vitamin of the 
milk appreciably, reduced the fat-con- 
tent. No explanation for this effect of 
coed liver oil has been given although it 
has been shown that the non-saponifiable 
fraction alone does not produce this re- 
sult. It is not due then to vitamin D 
per se. The experiment of adding 100 
mgm. of irradiated ergosterol daily to 
the cow’s ration has been reported by 
Krauss, Monroe, and Bethke," to 
increase the vitamin D of the milk ten- 
fold, but the administration of this 
quantity of ergosterol is an exceedingly 
costly method of obtaining the desired 
result. 


Hess’ and his associates and Steen- 
bock'~ and his co-workers have investi- 
gated the feeding of irradiated yeast to 
dairy cows with favorable results. Hess 
used 5 groups of cows. To 2 groups 
he fed respectively 100,000 and 200,000 
rat-units of viosterol (irradiated ergos- 
terol in oil); to 2 other groups he gave 
30,000 and 60,000 rat-units of irradiated 
yeast. The fifth group served as con- 
trols, receiving no vitamin D_ supple- 
ment to their diet. The milk was fed 
to babies, 1!2 pints daily for a period of 
3 months. The milk from cows receiv- 
ing the 200,000 rat-units of viostero! 
was no more effective in protecting from 
rickets than that produced by cows re- 
ceiving only 60,000 rat-units of irra- 
diated yeast. 

One striking observation is of interest 
in this connection. It has frequently 
been shown that irradiated ergosterol is 
less effective as an antirachitogenic 
agent for infants than cod liver oil when 
both preparations are given in equiva- 
lent rat-unit dosages. In this respect 
the “yeast” miik resembled cod liver oil 
rather than ergosterol. In the particular 
experiment reported, | liter of milk, 15 
ec. of cod liver oil and 10 drops of 
-iosterol were about equally efficient for 
infants. So also Chalmers Watson’ 
states that irradiated certified milk 
which, according to laboratory tests for 
vitamin D, contains a relatively small 
‘mount of that substance, has been 
‘ound more effective in the treatment of 
‘tickets than certain medicinal products 
which contain much larger quantities. 


Steenbock, Hart, Hanning, and Hum- 
phrey’* were also able to increase the 
antirachitic potency of milk by feeding 
50 gm. of irradiated yeast daily. Even 
10 gm. of yeast produced similar results 
to 180 gm. of cod liver oil. No lower- 
ing of milk-production or decrease in 
butter-fat content was observed when 
the yeast was given in dosages as high 
as 200 gm. daily. It certainly appears 
that the feeding of a standardized irra- 
diated yeast may be considered as a 
practical measure for production of a 
milk of standard antirachitic potency. 

IRRADIATED CEREALS AND CEREAL 

PRODUCTS 

One of the first food products to be 
made antirachitic by irradiation was 
patent wheat flour. This was reported 
by Hess and Weinstock’ as early as 
1924. Naturally the manufacturers of 
cereal products were inspired to attempt 
enhancing the value of their merchandise 
by treating it with ultraviolet light. Sev- 
eral such preparations were placed on 
the market both here and abroad. The 
extent of their claims and ambition is 
indicated by an advertising pamphlet 
distributed by one firm to the medical 
profession. It stated: “Irradiated farina 
does for the growing child what no other 
farina can do. With the exception of 
natural sunlight it is probably the most 
palatable, assimilable, useable 
weapon against rickets ever given to 
mothers.” 

Schlutz and Ziegler'’ purchased some 
of this same brand of farina, irradiated 
and non-irradiated, and incorporated it 
in the Steenbock diet No. 2966 in the 
proportion of 10 per cent. This amount 
was used because it is approximately the 
quantity of cereal in the average child’s 
diet. The irradiated farina was found 
to have no effect upon inorganic blood 
phosphorus or upon bone-ash. 

Schwartz and Siehe'® also found com- 
mercially irradiated meal and grits (Ger- 
man products) entirely ineffective when 
fed as 33 per cent of the McCollum diet 
No. 3143. That vitamin D was present 
only in traces was demonstrated by the 
fact that an ether extract of the grits 
fed to rats in high dosages gave only a 
partial cure, 
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Robinson and Ross" irradiated muf- 
fets and substituted them for the 33 per 
cent of whole wheat in McCollum diet 
No. 3143. To another group the same 
diet was fed except that non-irradiated 
muffets were used. After three weeks 
on the diet both lots of rats were fed a 
culture of Salmonella muriotitis—an 
organism which causes severe and often 
fatal diarrhea in rats. The irradiated 
muffets in this case were effective in pre- 
venting rickets and increasing notably 
resistance to the disease. 

But in spite of the occasional favor- 
abl: results reported with the use of 
cereals irradiated under special condi- 
tions, the general conclusion to be drawn 
from the mass of evidence is that cereal 
products are unimportant anti- 
rachitic agents. 


IRRADIATED VEGETABLES 


The discovery that food materials 
subjected to ultraviolet light acquired 
antirachitic properties logically led to 
the inference that vegetables grown in 
the open would derive generous supplies 
of this vitamin from the beneficent rays 
of the sun. This supposition did not 
prove to be well founded. Tests made 
by laboratories in this country as wel! 
as in England all confirmed the fact 
that the common vegetables, spinach, 
carrots, cabbage, lettuce, as obtained on 
the market were almost devoid of anti- 
rachitic potency. Freshly gathered 
spinach grown in midsummer was found 
to have some activity. More intense 
irradiation of the growing plant with 
some artificial source of ultraviolet light 
has been shown by Hess and Weinstock,’* 
Léjkin,"” and Heller and St. John” to 
induce a moderate degree of antirachitic 
potency. The results, however, scarcely 
justify this as a practical procedure, at 
least for the present. 

Irradiation of the cut plant is some- 
what more effective. But the difficulties 
involved in exposing uniformly such 
bulky materials and the relatively low 
potency of the irradiated product lead to 
the conclusion that vegetables also are 
a very poor source of vitamin D. Both 
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cereals and vegetables probably have 
only traces of pro-vitamin and that is 
screened from the action of ultraviolet 
light by the other constituents and by 
the structure of the plant tissue. 

Steenbock*! has added irradiated er- 
gosterol to tomato juice before canning 
and found that the vitamin thus added 
was stable, having lost none of its po- 
tency after storage at 37° C. for 13 
months. ‘This may prove a feasible 
method of introducing vitamin D into 
the foods of children. 


SUMMARY 


The problem of augmenting vitamin 
1) in foods has been of great popular 
interest. To make this a practical pro- 
cedure a food must be selected which 
contains pro-vitamin D in an easily 
activatable condition. Of the common 
foods comprising a child’s dietary, milk 
has thus far proved the most successful 
for this purpose. Irradiation of milk in 
both the dry and liquid state has been 
accomplished in such a manner as to 
increase its antirachitic properties, with 
relatively little destruction of vitamins 
A and C and no unfavorable effect upon 
the flavor and odor. Irradiated cereals 
and vegetables are unimportant as 
sources of vitamin D. 

Other methods of introducing anti- 
rachitic activity, such as feeding vitamin 
LD concentrates to cows, have vielded 
very promising results, especially the 
feeding of irradiated yeast. 

Vitamin D is apparently very stable 
to sterilization temperatures and te 
storage. It may prove entirely feasible 
to add it to milk and vegetables which 
are to be canned. 

Investigations of the effect of ultra- 
violet irradiation on other constituents 
of foods have not been extensive. There 
are indications that exposure of proteins 
and amino acids to such radiations 
causes the formation of substances 
which inhibit the first stages of protein 
digestion, but stimulate metabolism 
when the irradiated product is fed to 
young growing rats. 


(References may be found on following page) 
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The Dental Problem of the Preschool Child 
From a Public Health Standpoint 


By DON CHALMERS LYONS, D.D.S. 


HAT period of childhood dating 
from a point six months previous 
to birth, when the teeth start their 
development, up to and including pre- 
school age, presents one of many dental 
problems. It is during this time that 
the deciduous teeth complete their cal- 
cification and the permanent teeth start 
their period of most active growth. 
Growth processes during this period 
must be normal if the teeth and body 
are to be normal in later years. Physical 
iealth is of great importance because it 
's during this age that the foundation is 
‘aid for future well-being. 
The child of school age today receives 
‘ fairly adequate measure of health in- 
-truction, but the child below five years 
‘! age is to all practical purposes neg- 
ected, except for contacts made with 
‘he public health clinic and the public 
iealth nurse. This age therefore presents 
unusual opportunities for an educa- 
‘onal program the need of which can 
casily be demonstrated. There is a 
much higher percentage of dental disease 
at this age than one would believe possi- 


ble. This is the period when health in- 
struction is most needed, both by the 
parent and by the child, for much can be 
done during the first years of life to 
prevent the development of future 
dental as well as general physical dis- 
orders. 


EXTENT OF THE PROBLEM 


The following examples _ indicate 
clearly the neglect suffered during this 
childhood period and the results of this 
neglect. Pitt’ reports that 26 per cent 
of the children in his group under three 
years of age have carious teeth and that 
the percentage takes a rapid jump up- 
wards between the ages of four and 
five or during the later part of the pre- 
school age period. He also finds that 
29 per cent of a group of 4,296 children 
of this age show defective calcification 
of the upper anterior teeth or incisors. 
In Birmingham, England’, 7,000 chil- 
dren between the ages of eighteen 
months and five years were examined. 
Under two years of age the percentage 
of defective teeth was only 2.3, but that 
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percentage rose rapidly to 52.3 at the 
four- to five-year period, showing the 
great need for early health instruction. 

Investigations in this country show 
almost identical conditions existing. 
Coffin’ reports in the American Dental 
Journal of an investigation of a group of 
children ready to enter school which 
gives a picture of what end results may 
be expected in an average preschool 
group where lack of dental instruction 
or training prevails. Eighty-six per cent 
of the so-called well children examined 
were found to be defective from a health 
standpoint, 51 per cent having dental 
defects. 


HOW THE TEETH DEVELOP 


The formation of the teeth is a nat- 
ural growth process controlled by all the 
iimitations of development of the body, 
with, however, several exceptions. When 
the teeth reach a certain definite size 
they stop growing and do not change 
from that point. They are not able to 
repair themselves, as are the other tis- 
sues of the body; a bone may become 
broken and will under ordinary circum- 
stances reunite, but a broken tooth re- 
mains broken. 

The deciduous teeth start their devel- 
opment the third month after concep- 
tion and are almost completely calcified 
at birth. The incisal edges of the an- 
terior permanent centrals and the tips 
of the cusps of the first permanent 
molars are often started before birth. 
All permanent teeth, with the possible 
exception of the second and third 
molars, start their growth before the 
end of the preschool age period. Caleci- 
fication of the teeth is a continuous 
process, interrupted only by disturb- 
ances in nutrition and health. 

The eruption of the teeth conforms to 
certain age averages, but wide variations 
are not to be construed as abnormali- 
ties, unless some of the deciduous teeth 
have not erupted by the end of the 
fourth year. 


TOOTH-BUILDING MATERIAL 


The two elements most vitally needed 
for the growth and perfection of devel- 
oping teeth are first, a sufficient amount 
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of tooth building vitamin D and second, 
the various mineral salts, particularly 
calcium. This being the case the mother 
is responsible for securing an adequate 
supply of these substances in her own 
body to nourish the child before birth 
and during that period after birth when 
the child is entirely breast fed. A defi- 
ciency in these substances will result in 
poorly formed or imperfectly calcified 
deciduous teeth which will be unable to 
resist decay. To aid in offsetting this, 
therefore, a correct diet for the young 
child is of great importance. 

The body of the expectant and the 
nursing mother is called upon for a 
great abundance of tooth building sub- 
stance not only for the development of 
her child’s teeth but also for the main- 
tenance of her own. If the mother’s 
diet does not contain an adequate sup- 
ply, the demands of the developing child 
soon deplete the normal reserve amount 
of vitamins and mineral salts in her 
body and teeth. A typical diet for the 
mother during this period should in- 
clude the various sources of vitamin D, 
such as whole milk, egg yolks, tuna fish, 
salmon, herring, and cod-liver oil. The 
best source is abundant sunlight, for 
vitamin D, as far as we know at the 
present time, is the one vitamin that is 
produced in the body by the action of 
the sun’s rays on certain substances in 
the skin. There are several preparations 
on the market to-day that furnish a 
splendid source of this vitamin and may 
be taken in place of cod-liver oil in many 
instances. 

The mineral salts needed by the teeth 
are found in eggs, fruit, onions, whole 
wheat bread, and in certain vegetables 
such as asparagus, carrots, beets, and 
lettuce. They are also present in lean 
meats, butter, and other dairy products. 
Some nuts furnish a good source of 
mineral substances, while the small 
amount of iron and copper needed by 
the teeth are present in many foods. 


QUANTITY AS WELL AS QUALITY 


The trouble with the diet of most ex- 
pectant or nursing mothers and with 
that of the preschool child is not that 
the food does not contain the right sort 
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of tooth-building substance, but that a 
sufficient quantity of the right sort is 
not eaten. 

A diet for the preschool child from a 
dental standpoint is exactly the same as 
that demanded by the expectant or 
nursing mother. Perhaps the greatest 
fault in the diet of this age group of 
children today is that too often they are 
permitted to dictate to their parents 
what they shall eat. The result is a 
deficiency in the right sort of foods. The 
following is generally accepted as a 
tooth-building diet adaptable to the 
child from three to five years of age. 


Daily requirement: 

1 quart of milk in some form 

At least one egg 

1 medium serving of meat or fish or 
liver, etc. 

2 vegetables (equivalent 1 cupful) 

1 orange or similar fruit; tomato or 
spinach may be used instead 

1 teaspoon cod-liver oil, or substitute 

6 teaspoons of butter 

Bread, cereal, potatoes, etc., to be added 
to satisfy appetite 


THE PARENTS’ RESPONSIBILITY 


One fact that parents should remem- 
ber in regard to dental development is 
that at this age there are twenty decidu- 
ous teeth in the mouth, and in addition 
there are from twenty to twenty-eight 
permanent teeth up in the jaw bones in 
various stages of development. There- 
fore one can truthfully say that at no 
other stage in the child’s development 
are there as many teeth in his mouth. 

Upon the parents rests the responsi- 
bility for the future health and useful- 
ness of these “teeth. The young child 
knows nothing of health habits other 
than those taught him. Dental hygiene 
means nothing to him and if thought of 
at all, is classified among the nuisances 
he has to endure, such as having his 
ears scrubbed or hair combed and 
brushed. However the toddler of two 
should be given a tooth brush and in- 
structed in its use. While at this time 
he will not do much of a job at cleaning 
ais teeth, yet he learns that it can be an 
interesting game, and by the time he 
reaches the age of three or four he has 
become quite efficient in the care of his 


teeth and has developed the habit of 
daily dental hygiene. Often a chart 
upon which gold stars are placed every 
time the teeth are brushed furnishes a 
stimulus to the brushing act. 

It is often necessary to point out to 
parents that the development of the 
jaws of their toddler, the rate of growth, 
and the existence of certain undesirable 
childhood habits during the preschool 
period, have considerable influence upon 
the eruption of the permanent teeth and 
the subsequent shape of the jaw. If the 
mouth has not received the correct 
amount of enlargement during this 
period of growth, the permanent teeth 
pushing and crowding into an inade- 
quate space become crooked or irregu- 
lar, resulting many times in a distorted 
and ugly mouth. 

Decay of the deciduous teeth at this 
age is always a sign of more than local 
trouble. It should be looked upon as 
an important sign or warning of physical 
disturbances which need attention and 
might well be classified with fevers, 
headaches and pain as one of Nature’s 
signals for Danger Ahead. It is very 
dangerous to allow decayed teeth to 
reach the stage where they become 
abscessed, for one must remember that 
during this period all of the tissues of 
the child’s body are still in a process of 
active growth and perhaps more suscep- 
tible to infection than at any other time. 
It is true that children have a marvelous 
immunity to disease in their early years, 
but constant abuse of this privilege, as 
it may be called, soon diminishes its 
power. Teach parents not to let their 
sons and daughters go through life look- 
ing for death at every corner, handi- 
capped by an injured heart which re- 
sulted from the neglect of an infection 
which might have been prevented had 
care been given early enough. 

The influence of the preschool 
period can be readily demonstrated by 
the results of the recent study* of those 
children who have developed what is 
known as mottled or discolored teeth. 
It has been found that in certain locali- 
ties in America as well as in many other 
countries where there are abnormal 
amounts of fluorine (3.8 to 7.15 milli- 
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grams per liter) in the drinking water, 
that a permanent discoloration is pro- 
duced in the enamel of the teeth. Chil- 
dren born in these localities and who 
drink the water in their early childhood 
while the teeth are forming, have mot- 
tled teeth. Children who move into 
such territories after they have attained 
the average school age do not develop 
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clearly indicated in the report of Dr. 
George T. Palmer of the American Child 
Health Association, before the recent 
White House Conference’ which shows 
that only 13 per cent of the children of 
this country have a dental health exam- 
ination before they reach school age. 
Preschool care means more than dis- 
ease prevention. An early start is 


this disfigurement because their teeth 
have progressed too far in calcification 
to be affected by minerals of this kind. 

The need of greater attention to the 
dental health of the preschool child is 


needed to cultivate an attitude of ac- 
ceptance of good health as a matter 
of course, not an unattainable some- 
thing to be hoped for between sieges of 
sickness. 
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How anyone can fail to get a real thrill out of working with children, I cannot imagine 
They turn an otherwise drab and humdrum day into the very joy of living, and they bring a 
brightness into the office that is akin to the sunshine of heaven itself. True, they are sometimes 
mischievous—bless their hearts—and certain of them show a sad lack of proper training at 
home, which makes them difficult to manage in the office; but all of them are interesting and 
most of them are amenable to intelligent handling and proper guidance. In some particularly 
obstreperous cases, it becomes a real game te see which wins, the child or the practitioner, and 
a good game is really the spice of life, so why complain about a little thing like that? Accept 
it all in the day’s work and get the most fun you can out of it. Be assured of one thing, that 
there is no greater satisfaction in professional life, aside from the privilege and opportunity of 
relieving suffering, than to take a nervous and highly-strung child and so manage him that he 
not only comes to do your bidding but also comes to love you for compelling him to do it. 
The loyal and hearty friendships that grow up between children and the professional man savor 
of the sweetest things of life, and the practitioner who is oblivious to this is really missing the 
most joyous possibilities of his career. 


And there is a practical side to all of this which cannot be ignored. We are constantly 
talking about the prevention of disease and dreaming of the day when it may be brought 
about. In the mind of every man who has vision or imagination, there is the perennial mirage 
of a coming emancipation from the ills of dental affliction. Without this hope, the future would 
be drear indeed, and the nearer we approach the goal, the more anxious we become that it 
shall ultimately be brought about. There are very many angles to this probleta of prevention, 
but of one thing we may be absolutely certain: If prevention is ever achieved, it must come 
through the medium of service to the children. In no other way do we see any prospect of 
success. How it shall be brought about we cannot now say, whether by a more rational diet 
for children and for expectant mothers whereby a greater resistance is built up to combat 
disease; or by some means through which we may directly attack the micro-organic host that 
constantly lie in wait to seize the earliest opportunity of working destruction on the dental 
tissues; or whether the thing we call mouth hygiene may be the means of controlling the 
trouble we are still so much at sea about, we are unable to state with certainty. But we are 
very sure of one thing, that the care of children will prove the keynote to our success, and 
everyone practicing dentistry should concentrate on this service. 


—“Dental Economics and Children’s Dentistry,” by C. N. John- 
son, D.DS., The Journal of the American Dental Association. 


Student Pediatric Experience in Public 
Health Nursing Agencies 


Editorial Comment: This information was gathered by the National Organization for Publit 
Health Nursing and approved for publication by the N.O.P.H.N. Education Committee. The 
Committee wishes it understood that approval of publishing these findings does not imply 
encouragement in establishing such affiliation for student nurse education in pediatrics. As is 
evident in the comments from executive directors (page 272), such affiliations present many 
administrative and community problems, and would be entirely unsuited to communities with 
small staffs, limited supervision and teaching facilities and inadequate case loads, where there 
would be likelihood of exploiting the student and displeasing the patient. The information pre- 


sented here is as of June, 1931. 


OR some time executive directors in 

public health nursing agencies have 

been interested in the plan of supple- 
menting undergraduate student experi- 
ence in pediatric nursing by offering to 
schools of nursing a course—or more 
correctly speaking—a period of addi 
tional experience in the care of sick chil- 
dren in their homes. Schools of nursing 
in which hospital experience in nursing 
such children is limited either by the 
number of beds or by lack of variety in 
cases, have been eager to accept the op- 
portunity offered by the local public 
health nursing association where stu- 
dents are under supervision and the ex- 
pense of an out of town affiliation is 
avoided. The fact that the New York 
State Board of Nurse Examiners is will- 
ing to accept this supplementary field 
experience, when carried on under strict 
regulations to round out ward experi- 
ence, made the plan the more desirable 
to schools of nursing connected with 
small hospitals. 

With a view to knowing more about 
the success or failure of the pediatric 
affiliation, and the methods of its admin- 
istration, we burdened the six agencies 
where we knew the affiliation was being 
offered, with a questionnaire and asked 
permission to publish a summary of the 
answers. ‘Two cities, one in New Eng- 
land, one in New York, reported that 
the affiliation had been unsatisfactory 
and therefore discontinued. Dissatis- 
faction apparently rested on_ several 
grounds— 

(1) The students could not be given a suf- 


ciently evenly balanced and varied case 
load. 
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(2) Cases tended to be more of the in- 
structive type rather than bedside 
nursing. 

The limited time, limited general field 
experience in public health nursing, lim- 
ited preventive background, and imma 
turity of the students offered difficulties 
in supervision 


~ 


From the four agencies with affilia- 
tions in progress in 1931, one replied 
that it preferred to remain anonymous. 
It seemed only fair, therefore, to refer 
to all four agencies as A, B, C, and D, 
and to summarize all replies without 
identifying information. For our read- 
ers’ understanding, however, it is neces- 
sary to say that agency A is in a city 
of over 1,000,000; B in a city of over 
500,000, and C and D in cities of over 
100,000 population. All have more 
than ten nurses on their staffs. 


Date of starting course 
A B D 
1926 1924 1928 1928 


Under auspices of 

A and C. By request of New York State 
Board of Nurse Examiners, to assist in 
meeting state requirements for local 
schools of nursing. 

B. Under direction of New York State 
Department Board of Regents for two 
schools of nursing. 

D. Not stated but reports a_ relationship 
with the New York State Board. 


Number of schools of nursing now using 
affiliation in pediatrics 


A. 1. 
3. 
«2. 
Length of affiliation 
A. Six weeks. 


B. Six weeks. 
C. Six weeks. 
D. Ninety days. 


st 
; 
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Average number of students at a time 
A. 6. 
4. 


Prerequisite for students 

All report that the student must have com- 
pleted theory and practice in pediatrics in the 
hospital. In addition 

A. Must be in senior year. 

B. Must be in senior year. 

C. Must have completed six weeks in gen- 
eral public health field. 

D. Must have completed all obstetrical 
service, theoretical and practical, and be 
eligible for state registration. 

Supervision 

A. Supervision assigned to the supervisor 
in whichever substation students are 
placed, but this is general V.N.A. super- 
vision, not special. 

B. Special supervisor. 

C. Special supervisor. 

D. Special supervisor. 

In all of these agencies staff nurses 
assist the students to get oriented, they 
demonstrate service on cases, and “keep 
an eye” on students in their districts. 
Field supervision varies after the period 
of introduction from once a week to 
once every two weeks, and is always ad- 
justable to need. Number of cases 
supervised—20-30 per month. Office 
supervision is fairly constant; time esti- 
mated varying from one hour a day, or 
thirty hours a month to fifty a month. 
Classes, lectures, conferences, excursions 
to visit health agencies, observation at 
clinics, etc., are offered everywhere. 

Is general field experience in public health 
nursing offered these pediatric students as well 
as child care? 


A. No. 
B. No. 
C. Yes—o weeks preceding 6 weeks pedi- 


atric experience. 
ID. Yes—30 days preceding 60 days pedi- 
atric experience. 


Does experience include what might be 
termed preventive service, that is, experience 
in conference and clinics, health supervision of 
infants and children? 

A. Observation. 

B. - Yes. 

C. Incidental—but unusually good com 
municable disease experience, in which 
health education predominates. 

D. Yes. 5 

B and D report that emphasis is on mor- 
bidity service. 
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Does the student have contact with a 


mental hygiene worker? 


A. No. 
B. No. 
No. 
D. Yes. 
Is a teaching district used? 
A. No. 
B. Yes. 
C. No 
D. No. 


Do students take new cases? 
A. Only with supervisor. 
B. Yes, toward end of course but checked 
by staff nurse within a few hours. 
No, only with supervisor. 
DD. Yes, when ready after special confer- 
ence. 
Is association time allowed for reading and 
study? 


A. Yes. 
B. Yes. 
C. No. 


ID). Yes, some, also student time. 

Are students required to give hospital serv- 

ice during affiliation? 

A. Return for classes, but no service. 

B. Return for classes (time limit). Stu- 
dents may be used in hospital on Sun- 
days and _ holidays. 

C. On Sundays. 


D. No. Students are given some Sunday 
work in district to avoid hospital 
demand. 


Are the cases cared for counted as credit 
toward pediatric experience for State regis- 
tration? 

All reply: Yes. 

Approximate number of cases carried by 
student 

\. In 1930—78 students made 12,611 

visits, or about 5.5 visits per day. 

B. 30 a month. 

C. 25 a month. 

D. 34 a month. 

Does hospital share expenses? 

A. Yes. Shares in supervision, indoor uni- 

form, living, lunches. 

B. Yes. Either lunches or carfare, com- 
plete uniform, living. 

C. Yes. Carfare, lunches, uniforms, super- 
vision, living. 

I). Yes. Hospital supplies lunches, laun- 
dry, living, V.N.A. uniforms and _ hats 
and $100 per month toward supervision 
and instruction. 


Comments on value of affiliation 
A. “The affiliation is valuable to the stu- 
dent because of the insight gained into 
the social aspects of disease. She gets 
a better understanding of preventive as 

well as curative medicine. 
“The disadvantages are the students’ 
immaturity; the fact that some of them 


*Typical reports to hospitals on student experience are on file for joan at the N.O.P.H.N 


in case other organizations are interested. 
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do not meet staff educational require- 
ments and therefore cannot return to 
the Association as staff members; as 
the affiliation is not elective there is 
the problem of the student who is not 
interested and not especially adapted 
to this field of nursing.” 

B. “In the beginning we had many diffi- 
culties to smooth out but during the 
last few years everything in connection 
with our pediatric work has been run- 
ning smoothly. The directors of the 
Schools of Nursing are better acquaint- 
ed with the work of the V.N.A., and 
understand that when a student is as- 
signed to the Pediatric Division she 
must not be interfered with until her 
work is completed. At first there was 
some difficulty about uniform but now 
the students report for duty in correct 
uniform and there is seldom any criti- 
cism.” 


C. “The experience offered the student by 
the school of nursing under the heading 
“Pediatrics” is progressive: Operating 
Room, Maternity, Public Health and 
Pediatric Public Health Service. The 
student has an excellent opportunity to 
learn the city and the underlying prin- 
ciples of field work before she enters 
pediatric public health nursing. 

‘The students themselves are very 
enthusiastic about the experience and 
the school of nursing finds it satisfac- 
tory.” 

D. “Value from an administrative point of 
view—The student has been a most 
valuable means of bringing before the 
board of the Visiting Nurse Association 
the fact that the education of nurses is 
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a community problem and that the 
school of nursing is an educational insti- 


tution. When the students were ac- 
cepted, it was definitely understood 
that the Visiting Nurse Association 


branched out into a new field of respon- 
sibility, namely, the education of the 
student nurse. 

“We had some initial difficulty over 
eligibility of student nurses for V.N.A. 
staff. Some students do not represent 
the type of nurse we would ever accept 
on the staff and we have had staff 
nurses resent the fact that they wear 
our uniforms. The affiliation causes 
many changes in nurse for the patients. 
Many times children’s cases opened by 
the graduate staff must be transferred 
to students if the call is not known to 
be for a child or if the students are 
not prepared to open new cases.” 

“Students cannot teach families. All 
students do not respond to public 
health interests. Many students are 
very young. Patients do not give them 
confidence. 

“Time is lost in the morning for spe- 
cial assignment of work which holds 
some of the graduate staff in the office 
until this is completed. Student class 
periods at the hospital which we have 
never been able to eliminate due to 
differences between our State and New 
York State requirements have compli- 
cated our services. At certain times we 
have had to allow students to return to 
the hospital for two classes weekly 
while our contract states there should 
never be more than one class a week. 

“In general the field experience seems 
to be adequate.” 


We attach a copy of the report sent to the New York State Board of Nurse 
Examiners by the association offering the affiliation: 


THE UNIVERSITY OF THE STATE OF NEW YORK 


THE STATE EDUCATION DEPARTMENT 
STATE BOARD OF NURSE EXAMINERS 


For use when courses are given by district nursing organizations 


Report of Pediatric Affiliation 
Name of organization receiving students 
Name of school sending students 
Name of student...............-......---- 
Date service began............... : 
Date service ended........ 


Report on Pediatric Clinics 
Number of child health clinics (assisted at) 
Diagnostic treatment clinics (assisted at)... 


Class Work 
Lectures by D. N. A. director....................hours 


Conferences and demonstrations D. N. A. in- 


Excursions . hours 
Relerence hours 


Efficiency Record 
Reliability 
Executive ability........... 
Professional attitude 
Efficiency in practical work..... 
Observation of home conditions... 
Aptitude for this service....... 
Remarks: 
Director. 


= 
= 
= 
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Effect of the Present Economic Situation on 
Public Health Nursing 


A Third Report from the N.O.P.H.N. Committee on the 


Economic Emergency 


HE following material has been 

compiled from the questionnaire 

sent out in December, 1931, at the 
request of the N.O.P.H.N. Committee 
on the Economic Emergency. The pub- 
lication of the results have had to wait 
until there were sufficient returns to 
justify a statistical analysis. the 
meantime, this picture has changed ma- 
terially in certain cities and in certain 
agencies. This is inevitable in times 
like these when local situations seem to 
reach a crisis almost over night. How- 
ever, the changes have not been suffi- 
ciently widespread to invalidate serious- 
ly the usefulness of this material. 

An analysis of the data obtained 
from 136 agencies engaged in public 
health nursing and employing approxi- 
mately one-third of the total number of 
public health nurses in the United 
States, shows that at the end of 1931, 
public health nursing work had not been 
impaired to any great degree because of 
reduction in nursing staffs, lack of finan- 
cial support, or because of radical reduc- 
tions in salaries. Also the expectation 
at that time was that the work for 1932 
would be carried on without serious re- 
trenchments or reductions. 

This report is based on conditions in 
75 different places in 31 states; 26 
places being of 250,000 or more popula- 
tion, 39 places of 50,000 to 250,000 and 
10 of less than 50,000 population. In 
selecting the places to be included in the 


TABLE 1. 


study, particular attention was given to 
choosing, as far as possible, communities 
reported to be hard hit by the depres- 
sion. 

The 136 agencies include 36 boards 
of health, 38 boards of education, and 
62 non-official public health nursing as- 
sociations. The nursing staffs of these 
agencies vary from 1 nurse to those with 
more than 250 nurses. The distribu- 
tion of the agencies reporting is as 
follows: 


No. of Nurses on Staff No. of Agencies 


50 or more nurses... 31 
25 to 49 nurses.... 24 
10 to 24 nurses............ 39 
6 to 9 nurses............. Laiiies 22 
or less 20 


CHANGES IN NUMBER OF NURSES 


On December 1, 1931, only 22 
agencies or 16 per cent of the total num- 
ber reporting had fewer nurses employed 
than on December 1, 1930. Fifty-two 
per cent of the agencies had the same 
number of nurses for the two dates and 
32 per cent had more nurses employed. 
In all 179 nurses were added to the 
nursing staffs of the agencies and 57 
nurses had been dropped, which makes 
a total of 102 more nurses employed at 
the close of 1931 than on the corre- 
sponding date in 1930. (Table 1). 

Excluding one large agency which 
employed 71 more nurses in 1931 than 


COMPARISON OF SIZE OF NURSING STAFF OF AGENCIES 


DECEMBER 1, 1930, AND DECEMBER 1, 1931 


Total No. 
Type of Agency 


——— No. of Agencies Reporting Changes in Nursing S.aff 


of Agencies No Change Increase——— ———-Decrease—— 

Agency Nurses Agency Nurses 
136 7 43 179 22 57 
Boards of Health............ 36 20 10 96 6 a 
Boards of Education.................. 38 6 11 24 1 1 
P. H. Nursing Association*... 62 25 22 59 15 48 


*“Public health nursing association” as used throughout this report refers to a non-officia! 


agency. 
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in 1930, the average number of nurses 
added to an agency varies from 1 to 4 
nurses; agencies with less than 10 nurses 
adding 1 nurse, and agencies with 50 or 
more nurses adding 4 nurses. 

The average number of nurses 
dropped is 1 nurse per agency for all 
agencies, except those with staffs of 50 
or more nurses, in which two nurses was 
the average number dropped. 

Boards of health and public health 
nursing associations reported as to the 
number of nurses provided for in their 
budgets for 1932. Ninety-two per cent 
of the agencies are either planning to 
increase the number of nurses on their 
staffs or to make no reduction in the 


TABLE 2. 
Total No. 
Type of Agency of Agencies 
Total 
Boards of Health “ . 22 
Boards of Education 28 
P. H. Nursing Association D4 


number of nurses employed. Only 8 
per cent reported that reductions in their 
nursing staff are contemplated. 


EXPENDITURES 


Information was asked all 
agencies as to total expenditures and the 
amounts expended for definite items 
such as salaries and transportation for 
the fiscal years 1930, 1931, and the 
amounts included in budgets for 1932. 
Sufficient information was given by the 
three types of agencies to show only the 
general nature of any changes in the 
amounts expended for the two fiscal 
years, 1930 and 1931. Non-official 
public health nursing associations gave 
additional information which shows not 


TABLE 3. COMPARISON OF INCOME AND 


HEALTH NURSING ASSOCIATIONS 
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only the general nature of change in 
expenditures, but also the per cent of 
change for the three years. Similar in- 
formation is available for annual income 
for the three years. 

Of the 104 agencies reporting as to 
expenditures for the fiscal years 1930 
and 1931, only 23 per cent or less than 
one-fourth report a decrease in amounts 
expended, while about one-half of the 
agencies report an increase in the 
amount expended. An analysis of the 
data does not show that agencies in any 
one particular size of community or 
with any one particular size of staff tend 
to decrease their expenditures more than 
any other agencies. (Table 2). 


COMPARISON OF EXPENDITURES FOR FISCAL YEARS 1930 AND 1931 


No. of Agencies Reporting Change in Expenditures 
No change Increase Decrease 
30 50 24 
4 12 6 
16 12 v0 
10 26 18 


The comparison of income and ex- 
penditures in non-official public health 
nursing associations for, the fiscal years 
1930 and 1931, and the comparison of 
the fiscal year 1931 with the amounts 
planned for the year 1932, show that 
where there are either increases or de- 
creases in the amount of money received 
or expended, the percentage change is 
less than 10 per cent in approximately 
four-fifths of the agencies reporting. 
The few agencies with an increase of 10 
per cent or more in total annual income 
are agencies whose annual income is 
more than $100,000, while the annual 
income of those agencies with a 10 per 
cent or more decrease in total annual 
income is less than $50,000. (Table 3). 


EXPENDITURES OF NON-OFFICIAL PUBLIC 


FOR FISCAL YEARS 1930 AND 1931, 


AND FISCAL YEAR 1931 AND BUDGET FOR 1932 
Number of Agencies Reporting 


Income Expenditures 
Comparison of two years . 1930-1931 1931-1932 1930-1931 1931-1932 
(Estimated ) (Estimated) 
Total No. of agencies 44 54 4 
Same . 5 4 10 10 
increase 
Less than 5 per cent 14 10 12 8 
5 to 9 per cent 5 6 5 7 
10 per cent or more 5 1 9 2 
Decrease 
Less than 5 per cent 9 12 14 13 
5 to 9 per cent 8 8 1 2 
10 per cent or more 5 3 3 4 
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REDUCTION IN SALARIES 


Of the total 136 agencies, only 29 or 
21 per cent of the agencies have made 
or were contemplating actual cuts in 
salaries paid to their nurses. If we 
include with these 29 agencies, those 
agencies making indirect cuts in salaries, 
such as asking for definite contributions 
from the nurses, or giving vacations 
without pay or half pay, 52 agencies or 
40 per cent of the total agencies have 
made a reduction in the salaries of their 
nurses. (Table 4). It is interesting to 
note that the request for contributions 
from nurses is confined largely to the 
agencies with more than 15 nurses and 
in agencies located in the larger cities. 


TABLE 4. 
Total No 
of Agencies 
Total 136 
Boards of health 6 
Boards of education a 
P. H. Nursing Associations 62 


METHODS OF REDUCING SALARIES 


The following are the various plans 
reported for reducing the salaries of 
nurses: 


Actual Cuts 


Sliding scale—9 agencies. 
Health Departments: 

Salaries over $4,000, 16 per cent; under 
$4,000, 10 per cent. 

$25 a month in salaries of $150 or 
more, $5 a month in salaries less than 
$150. 

Boards of Education: 1 to 2 per cent. 
Public Health Nursing Associations: 

15 per cent in salaries over $100 month; 
10 per cent in salaries under $100, 
based on 1932 salaries. 

10 per cent in salaries of director and 
assistant director; field nurses, $10 in 
salaries of $135 month or more, $5 in 
salaries of $125 or less. 

2 per cent to 5 per cent. 

$25 a month in salaries of director and 
assistant director, $10 a month in sal- 
aries of supervisors and field nurses. 

Flat Rate—20 agencies 
Health Departments: 
10 per cent on 1931 salaries. 
5 per cent on 1932 salaries. 
Boards of Education: 

13 per cent for 1931-1932. 

$50 deducted from usual 
salaries. 


increase in 
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Associations: 
salaries. 

salaries. 

salaries. 

salaries, $1,200 ex- 


Public Health Nursing 
10 per cent on 1930 
10 per cent on 1931 
10 per cent on 1932 
10 per cent on 1932 

emption. 
3 per cent on 1932 salaries. 


Indirect Cuts 


Contributions—17 agencies 
Health Departments: 

10 per cent of salary. 

2 per cent of salary. 

1 day’s pay a month. 

Boards of Education: 

10 per cent of salary. 

3 per cent of salaries over $3,000; 2 per 
cent of salaries $2,000 to $2,999; 1 per 
cent of salaries under $2,000. 

2 per cent of salaries. 

1 per cent of salary. 


SALARY REDUCTIONS MADE OR TO BE MADE 


— Number of Agencies Reporting 
No reduction Actual Cuts Indirect Cuts— 


Contributions Other 
82 29 17 8 
19 10 6 1 
27 3 4 4 
16 7 


Public Health Nursing Associations: 
2 to 9 per cent of salaries. 
2 to 5 per cent of salaries. 
1 to © per cent of salaries. 
1 to 1% per cent of salaries. 
1 per cent of salaries. 
One day’s pay a month. 
Other methods—8 agencies 
Health Departments: 
Automatic increase not given in 1931. 
Boards of Education: 
Automatic increases not given 1931, 
Two weeks’ vacation without pay. 
Public Health Nursing Associations: 
One month’s vacation on half pay. 
Two weeks’ vacation without pay. 
Beginning salary not to increase till end 
of first year, instead of at end of 
three months. 

From the foregoing, it is obvious that 
no general conclusions can be drawn as 
to the ultimate effect of the present eco- 
nomic situation on public health nursing 
agencies. The picture differs radically 
in different localities; agencies varying 
from marked increases in staff numbers 
and salaries to serious decreases. While 


in certain communities such variation 
corresponds to what is known to be the 
difference in the actual economic condi- 
tions, one is forced to question how 
much of the variation is the result of 
careful consideration of the necessity for 
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adjustment and a well-considered deci- 
sion as to the wisest spot at which to 
make adjustment. Has consideration 
been given to the questions raised by 
the report of the N.O.P.H.N. Committee 
on the Economic Emergency, published 
in the January issue of the magazine? 
Other interesting material was pub- 
lished in our April number and in the 
February mid-monthly issue of the 
Survey there is a report on a special 
salary study which was conducted in 
Philadelphia. 

In many communities, it is inescapa- 
ble that the situation calls for adjust- 


DEAFENED PRESCHOOL CHILD 


277 


ments in agency budgets. The real 
question is where and how should that 
adjustment be made. There can be no 
categorical answer for the country as a 
whole—except that it requires the most 
careful study of possible economies in 
the program in the light of the needs of 
each community; of the salaries com- 
pared to current rates for like services 
and like preparation within and outside 
the given profession and_ particular 
locality; and of the relative importance 
of various activities. Above all, it calls 
for a judicial, scientific approach based 
on facts rather than on reflex action. 


The Discovery and the Care of the Deafened 
Preschool Child” 


By RICHARD OLDING BEARD, M.D. 


HE child of the present, under the 

broadening influences of a more 

varied, a keener sort of living, 
under constant contacts with the me- 
chanical devices of modernism, is 
beset by a multitude of stimuli, is re- 
sponsive to a multitude of impressions 
his infant predecessors never knew. 
Watch the baby of today in his reaction 
to the electric door or telephone bell, to 
the phonograph and the radio, to the 
flash of the electric light, to the varied 
play of color, to the sight and the touch 
of his many toys, to the changing taste 
and odor of his assorted diet, to the 
rapid movement of the automobile and 
the panoramic view it presents, to the 
constant vocal attentions of his family 
and his ubiquitous friends. 

Under the influence of these many 
and frequently repeated stimuli he grows 
apace. His avenues of sense are con- 
stantly employed in the transmission of 
impressions to his brain centers; while 
his motor, his vasomotor, his vocal, his 
gland-secreting responses are equally 
many, too. 


*Reprinted in part with the permission of 


Outlook (October, 1931). 


Mental emotional — growth 
processes are greatly accelerated. He is 


keenly alive to the world in which he 
lives. The tendency, in fact, is for him 
to develop, in point of function, too fast. 
Therefore it is that we are taxed to keep 
his physical growth in step with his 
mental and emotional activities. 

The young child of today has a ten- 
dency to be precocious, and the stream 
of sound, of music and of language, 
constantly pouring into his ears, is most 
largely responsible for the fact. A care- 
ful study of the physiology of the sense 
organs and of the sense centers of the 
infant reveals the fact that sight, touch, 
taste and smell appreciations are much 
more limited in their range of use, much 
slower of development, and therefore 
much less liable to the influence of 
stimuli, more rarely called upon for 
sense responses, than are the sense 
organs and centers of hearing. The 
latter consequently become far more 
acute at a very early age. 

If he is barred, through congenital, 
rather than hereditary channels, and, 
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later, through post-natal disasters, so 
many in number and so destructive in 
effect, from the capacity to hear, the 
young child is largely left to find his 
unguided way through his new and so 
captivating world. 


EARLY RECOGNITION OF DEAFNESS 


That these congenital failures and 
these post-natal disasters to the young 
child’s hearing powers are so common 
makes the very early recognition of 
them of imperative importance. Alas, 
that parents should so commonly regard 
this common form of disability as a 
commonplace thing. 

We must not be baffled by the many 
difficulties which attend the search for 
the deafened pre-school child. These 
difficulties largely lie in the indifference, 
the carelessness, the ignorance, and the 
fear, upon the part of the parent, of 
acknowledging the existence of a handi- 
cap. The reluctance to admit the fact 
of impaired hearing is woefully and 
greatly responsible for its concealment. 
The handicap of the deafened child is 
hidden to his own hurt. The years that 
are wasted in hiding it are simply rob- 
bing him of his start in life, and the 
start in life of the child of today means 
much. His hearing disability gets worse 
while it is under cover. He is losing the 
time when betterment is most largely 
possible. He is preparing for the fail- 
ure or, at best, the embarrassment of 
his coming school-days. 

Education of the parent offers the first 
gleam of hope for the deafened pre- 
school child, because the early recogni- 
tion of his need is the promise of his 
improvement. Physicians and nurses, 
heaith councils and leagues for the hard 
of hearing should carry this schooling 
to the home. Parent-teacher associa- 
tions have a wonderful opportunity for 
its promotion through the summer 
round-up of the pre-school child. 

It is ours to see to it that these pre- 
school years are unhampered by the 
closing-in of the avenues of sound-con- 
veyance which lead to the brain-centers 
of sound perception, conception, differ- 
entiation and memory. 

Help in the recognition of the young 
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hard of hearing child is to be found in 
the health history of his early years, 
which oftentimes affords the causal ex- 
planation of his hearing failure. There 
is less likelihood of the congenitally deaf 
escaping discovery, because the disa- 
bility among them is usually, although 
not invariably, more complete and is apt 
to be accompanied by the failure to de 
velop voice. A clear differentiation 
should be sought between the group of 
the deaf and the group of the deafened 
among even young children. The deaf 
are supposably born so. The deafened 
are the victims of diseases, especially 
active in the very young. 
WHAT DISEASES CAUSE DEAFNESS? 


What are the diseases which tend to 
work this damage? Most prominent 
among them are scarlet fever and 
meningitis, with which should probably 
be included the so-called brain-fever. 
Following these come typhoid fever, 
measles, diphtheria, whooping cough, 
pneumonia and other respiratory affec- 
tions; tuberculosis and syphilis. 

The thing that attaches the major 
significance to these active causes of 
hearing impairment is that the child, 
from the first to the sixth year, is pecu- 
liarly liable to the attack of most of 
these diseases. 

On the other hand, this pre-school 
period of childhood covers those years 
within which the child is most in the 
making; when growth and development 
are most active; when physical and 
mental elasticity promote recovery. The 
chances for the repair of hearing-losses 
are better the earlier we can get at them. 

The otologists are coming to believe 
this. Dr. Harold M. Hays, former 
President of the Federation of Organ- 
izations for the Herd of Hearing, said 
at the St. Louis Meeting in 1928, that 
fifteen years prior to that gathering few 
of them had any faith in their ability to 
do anything worthwhile in preventing 
children who had a hearing defect from 
developing into deafened adults; that 90 
per cent of the profession were then 
pessimists and 10 per cent only were 
optimists at that time upon this ques- 
tion; and that already within the brief 
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intervening period the percentage had 
been reversed. ‘Today an_ increasing 
spirit of optimism prevails. 

And if Fowler and Fletcher accumu- 
lated evidence that three million par- 
tially deafened children are to be found 
in the public schools of the country, 
how many of them may be found within 
pre-school age? Dr. Susan M. Coffin, 
of the Massachusetts Department of 
Health, wrote in the Commonhealth 
bulletin for the first quarter of 1931: 
“The discovery of decreased hearing in 
the pre-school child depends upon the 
intelligence of his parents.” But not 
altogether so today. 

Dr. Douglas MacFarlan, of Philadel- 
phia, is quoted as saying: “For young 
children with language, I use a phono- 
graph record with the simplest familiar 
monosyllables, and | control the inten- 
sity with a rheostat. For the deafened 
children I use music with a phonograph 
and try to elicit whether or not the 
child hears by turning the music off and 
on at different intensities. It must be 
remembered that if loud intensities have 
to be used for the deafened child you 
must be sure that the child is reporting 
hearing and not feeling vibrations. Many 
children who have never had _ hearing 
have no conception or memories of 
sounds that will allow them to report 
them as such; yet all but 5 per cent of 
the profoundly deaf have some residual 
hearing and in most cases it can be used 
to educate them by the auditory 
method.” 

The distinction between the deaf and 
the deafened adult has been definitely 
drawn. We are coming to doubt 
whether at the preschool age there are 
more than a very small number who are 
destitute of any residue of hearing. Dr. 
\MacFarlan estimates the percentage of 
them at five, and Dr. Victor Skyberg, 
of the Minnesota School for the Deaf, 
agrees with that figure. In the earliest, 
most elastic years of life are there any 
who are really deaf? Are not the so- 


called “stone-deaf” people simply those 
in whom age and long-continued disuse, 
and possibly chronic infective processes, 
have destroyed the vibratory quality of 
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the tissues of the whole outer, middle 
and inner ear? Are not these people 
really the only sufferers from the thing 
we miscall ‘otosclerosis,’ and do we 
know enough to regard this condition as 
the sequel to the ordinary deafening dis- 
orders of either childhood or adult life? 

Mrs. Anne C. Norris significantly 
speaks of “the children whom we call 
hard of hearing, but many of whom hear 
a great deal more than they do not 
hear.” 


THE MINNEAPOLIS PLAN 


The community work proposed in the 
interest of deafened pre-school children 
by the Minneapolis League for the Hard 
of Hearing is designed to anticipate the 
later—and often too late—work under- 
taken by the Board of Education with 
the school-child. 

It is in the nature of a cooperative 
effort. It will enlist, first, the discovery 
in the home and the report, by any of 
the health or social agencies, of deafened 
pre-school children, by name and ad- 
dress, to the Minneapolis League for the 
Hard of Hearing. It will seek, second, 
to enlist the volunteer service of mem- 
bers of the League, under a_ trained 
leader, in visits to the home, where any 
such deafened child is discovered, in 
order to better educate the child’s moth- 
er in the possibilities of medical treat- 
ment for the relief or arrest of the im- 
pairment of hearing by the private otol- 
ogist, by a volunteer specialist, or by the 
otologic service of a free clinic. 

It will include the preparation by The 
Health Council of the City of Minne- 
apolis and the County of Hennepin of 
iiterature for the further instruction of 
the mother in the causes of deafening, 
the possibilities of their prevention, the 
means of treatment; and the value of 
lip reading and voice-training ;—this lit- 
erature to be distributed to mothers in 
the homes by these volunteer visitors, 
or at the League rooms. 


It will further, upon the advice of the 
specialist interested, lead to the invita- 
tion of the mother and the deafened 
child to the League rooms, for the pur- 
pose of instructing them in the remedial 


= 
I 


280 


and recreative work done there for the 
welfare of the deafened; of testing the 
residue of hearing the child possesses; of 
cultivating the child’s hearing and the 
use of its voice by the instruction and 
recreation arranged for its benefit 
through the Radioear equipment; and 
of teaching the mother and, through the 
mother, the child in the elementary 
principles and practice of lip reading. 
It is believed that this latter part of the 
program may. be developed at the 
League rooms through the agency of the 
more expert lip readers among the mem- 
bers of the Young People’s Club. It 
may readily lead up to the arrange- 
ment, from time to time, of special en- 
tertainments for the benefit of child 
groups. 

The project encourages the hope of 
the education of the mother and father 
to the point of the discovery and early 
report of any child having any degree 
of impaired hearing. 

It will seek to promote the general 
health of the whole child as a contribu- 
tion to the upbuilding of his hearing 
power. It will stress the importance of 
a careful study of the food and the 
feeding of the deafened child, with espe- 
cial reference to the caloric and vitamin 
values of the diet. The semi-annual 
care of the child’s teeth, and due atten- 
tion to the conditions of the mouth, 
pharynx, nose, and sinuses will be in- 
cluded. 

The hope of otologic treatment, medi- 
cal or surgical, in the pre-school deaf- 
ened child depends, as one of the Fed- 
eration writers says, upon “catching ‘em 
young.” 

LIP READING FOR THE PRESCHOOL CHILD 


The hope of lip reading education for 
the pre-school child runs high and higher 
as reports of cases multiply. It takes 
advantage of an intuitive tendency of 
the babe—a tendency that can be culti- 
vated. Any student of infant behavior 
will discover that the hearing child, at 
the sound of the mother’s voice, turns 
its eyes to the source of the sound and 
that, as the mother continues to talk, its 
eyes become fixed upon her face. The 


writer has known of three clearly deaf- 
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ened children, of as many families, 
whose mothers have taught them to read 
and understand speech under eighteen 
months of age. 


A recent writer points out the neces- 
sity for replacing the unheard sound by 
the carefully cultivated use of the senses 
of sight and touch, to which the writer 
would add the varied muscle-senses of 
the educated body. Much of the possi- 
bility of the super-training of these 
other senses must depend upon the in- 
telligence of the child. 


COOPERATION OF ASSOCIATED SPECIAL 
SENSES 

There is still another hope which 
reaches out after the deafened pre-school 
child through the joint coOperative use 
of his remaining associated special 
senses. Certain physiologic observa- 
tions are suggestive of the functional 
association of the special senses. The 
auditory sense, stimulated with such a 
registered and continuing stimulus as the 
tuning-fork, is quickened by placing the 
index finger in hot water and dimin- 
ished by placing it in ice-cold water. It 
is increased by passing a piece of red 
colored glass between a bright light and 
the eye; and lessened by passing a piece 
of blue glass under the same illumina- 
tion. Reversely the sense of high tem- 
perature appreciation is made more keen 
by the placing of the vibrating tuning- 
fork back of the ear. Similarly the 
tuning-fork will sharpen the color-sense 
for color-spots placed at an inapprecia- 
ble color-detecting distance from the 
eye. High decorative colors in a 
brightly lighted room will heighten the 
sound volume of orchestral music; and 
closing the eyes to the light and color 
will dampen the sound volume. All 
these things—and yet others—suggest 
the influences of associative stimulation 
of special sense organs and brain cen- 
ters. Why may not these influences be 
employed to encourage and enhance 
sound perception and differentiation ? 


The multiplying evidences of the in- 
fluence of physical and mental health 
and of physical and mental disability 
upon special sense conditions in general 
is suggestive of the much that is yet to 
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be learned in this field of associated and 
interactive special sense functions. 
With the discovery of the residue of 
hearing in the deafened and even in the 
deaf child, with the cultivation of this 
rediscovered power, with the building 
up and the betterment of the human 
voice,—we may find the thirsty ear of 
the hard of hearing again becoming a 
well of sound and music and spoken 
speech; we may yet see the hitherto tied 
tongue of the mute unloosed. It is a 
vision which the experience of a Helen 
Keller justifies that the associated 
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SCHOLARSHIPS FOR NEGRO NURSES 


Announcement is made by the Julius Rosenwald Fund, in coGperation with the Lincoln 
School for Nurses, of two scholarships which are available to Negro registered nurses for study 
in nursing at Teachers College, Columbia University, during the academic vear 1932-33. 
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“other senses” will some day replace 
the silences of the deaf, that sense will 
answer unto sense in the effort to re- 
establish the broken links of communi- 
cation between the mind and the soul of 
these handicapped and their dissociated 
world. 

Science which is projecting so rapidly 
the manageable mechanisms of the mind 
is but just beginning to solve some of 
the deafened adult’s problems. Eventu- 
ally it will make his whole world en- 
vironment readable, vocable, audible to 
the deafened little child. 


To be 


1. Credentials must be approved by the Committee on Admission of Teachers College. 


2. Evidence must be 


presented of unusual personal fitness for future work in nursing. 


Good health is part of this requirement and a physical examination will be required. 


3. Assurance must be given of a position in general, institutional or public health nursing 


on completion of the term of the scholarship. 


who intend to work in the South. 


nurse training schools, and allied subjects. 


Courses offered by Teachers College include public health nursing, the administration of 


Preference will be given to applicants 


Through the interest and courtesy of the Board of Managers of the Lincoln School for 
Nurses, New York City, residence and board in the excellently appointed nurses’ home of this 


school will be furnished to students holding these scholarships. 
Rosenwald Fund will meet tuition fees and will include an allowance for travel. 


later than June 1, 1932. 


Requests for application forms should be addressed to the Director for Medical Services, 
Julius Rosenwald Fund, 4901 Ellis Avenue, Chicago, Illinois. 


APOLOGIES AND A CORRECTION 


The grant from the Julius 


Applications must be filed not 


With apologies to the author for having changed her manuscript, the editors wish to make 


the following corrections in the article in the February, 1932, issue of PusLic HEALTH NURSING 


on “The Uniform 


a Professional Asset” by Bessie Cameron McDermand. 
changes for any one expecting to use the article as reference material. 


These are important 
On the first line of the 


second column of page 95 of the February issue the word “firmness” should be changed to 


“largeness.” 


On page 98 in the same article the sentence reading, ‘One person may have an 


assortment that takes the stronger and more tailored type than another but each person has a 
certain range allowing her to wear clothes that go just so far down the scale to strict formality 
and so far up the scale to informality,” should be changed to “One person may have an assort- 
ment that makes a stronger and more masculine type than another, but each person has a cer- 
tain range allowing her to wear clothes that go just so far down the scale to masculinity and 


” 


so far up the scale to femininity. 


Miss Harvey Smith, author of “Health Work in the St. Louis Parochial Schools” (Pusiic 


HeaLtH NursinG, April, 1932) is not a nurse. 


The biographical material on the Contributors’ 


Page submitted by Miss Smith shows this, but the editor in a moment of generosity added 


R.N. to Miss Smith’s name as it appears in the article. 


The editor apologizes. 
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Winthrop Morgan Phelps, M.D., is associate 
professor of orthopedic surgery at Yale Uni- 
versity. He is a graduate of Princeton and 
Johns Hopkins. Positions held include among 
others: Resident House Officer in Orthopedics, 
Johns Hopkins Hospital; House Officer in Or 
thopedics, Children’s Hospital (Boston) ; House 
Officer in General Surgery, Massachusetts Gen 
eral Hospital; Resident Orthopedic Surgeon, 
Children’s Hospital; Resident Teaching Fellow, 
Harvard University; Consulting Orthopedist. 
Training School at Vineland, N. J.; Attend 
ing Orthopedic Surgeon, Children’s Community 
Center (New Haven), and Consulting Ortho- 
pedist, Newington (Conn.) Home for Crippled 
Children. 


Muriel W. Brown, Ph.D., was born in 
Rochester, New York. She is a graduate of 
Wellesley College and has carried on graduate 
work in biology and psychology at the Uni- 
versity of Pennsylvania, Leland Stanford, and 
Johns Hopkins. She holds degrees from Stan- 
ford and Hopkins. She is a member of Phi 
Beta Kappa and Sigma Xi, a member of the 
American Association for the Advancement of 
Science and the American Orthopsychiatric 
Association. 

Positions held: teacher of English in the 
South Philadelphia High School for Girls; 
Girls’ Advisor, Philadelphia Trade School for 
Girls; Supervisor of Publicity, White-Williams 
Foundation, Philadelphia; Supervisor of Spe 
cial Education, Pennsylvania State Depart 
ment of Public Instruction; Director, Child 
Study Department, Rochester Society for Pre- 
vention of Cruelty to Children, and is now 
Director of Mental Hygiene for the Rochester 
S.P.C.C., which is functioning as a county 
children’s bureau. She is also secretary of the 
Monroe County Mental Hygiene Committee 
and a member of the Board of Directors, 
Happy Valley Homes, Lisle, N. Y. 

Publications: ‘Continuous Reaction as a 
Measure of Attention,” Child Development, 
Vol. 1, No. 4, December, 1930, and various 
papers on mental hygiene and child develop- 
ment in relation to social work. 

Dr. Brown is particularly interested in the 
application of the principles of child develop- 
ment in the working out of public child-caring 
programs. 


Wendell Johnson holds the Ph.D. degree in 
clinical psychology (with minors in speech 
pathology and physiology) from the State 
University of Iowa. He is clinician in charge 
of stutterers in the Iowa University Psycho- 
logical and Speech Clinic. He is a member 
of Phi Beta Kappa, associate member of 
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Sigma Xi, and associate member of the Amer 
ican Psychological Association. Publications 
include Because I Stutter, Appleton, 1930; The 
Influence of Stuttering on the Persenaliiy, a 
report of the lives of eighty stutterers, State 
University of Iowa Publications in Child Wel 
fare, in press; articles in Hygeta, Child Wel 
fare, American Journal of Adult Education, 
The High School Teacher, and (in press) the 
Parent’s Magazine. 


Don Chalmers Lyons, D.D.S., is a former 
Fellow in Dental Surgery, Mayo Clinic, Rech 
ester, Minnesota; lecturer, Public Health Edu 
cation Division of the University of Michigan 
Extension Department; Chief Dental Surgeon 
and Teacher of Dental Science and Hygiene, 
Mercy Hospital, Jackson, Michigan. He has 
published articles in Hygeia, Saturday Eve 
ning Post, Colliers, American Cookery, Home 
Topics, Michigan Public Health, and various 
dental and medical publications 


Elizabeth M. Koch holds the degrees of 
Ph.B., M.A., and Ph.D. from the University 
of Chicago. She was an instructor in the 
Department of Home Economics at the Uni- 
versity of Chicago for three years and later 
professor of nutrition at the State Agricul- 
tural College at Ames, Iowa. During the war 
she served several months with the Food Ad- 
ministration in Washington. Since her mar- 
riage to Professor Fred C. Koch, Chairman 
of the Department of Physiological Chemistry 
and Pharmacology at the University of Chi- 
cago, she has been engaged in research in 
nutrition, the principal subjects of publica- 
tions being rickets and infant feeding. 


Dr. Richard Olding Beard is of English 
birth and a graduate in Medicine of the 
Northwestern University Medical School. He 
settled in Minneapolis in 1882, spending sev- 
eral years in the private practice of medicine. 
He was one of the founders of the Medical 
School of the University of Minnesota in 1888, 
serving for thirty-seven years as secretary and 
professor of ‘physiology in the school. 

He was the father and founder in the Uni- 
versity of Minnesota, in 1909, of the first Uni- 
versity School of Nursing established any- 
where in the world, and since then has seen 
some twenty-two universities follow suit in 
that field. Later he organized the Central 
School of Nursing at the University of Min- 
nesota, combining the nursing services of four 
major hospitals under its charge. This has 
become the largest school of nursing in the 
country. 
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Since his retirement from active duty in the 
University of Minnesota, he has been engaged 
in the direction of public health work. He 
is an honorary member or fellow of the Na- 
tional League of Nursing Education, the 
American Public Health Association, the 
American Medical Association, the Minnesota 
State Organization for Public Health Nursing, 
and the Minnesota State Medical Society. He 
is Professor Emeritus of the University of 
Minnesota. 

Ellen C. Potter, M.D., is a New Englander 
by birth. She is a graduate of the Woman’s 
Medical College of Pennsylvania. Positions 
held: Director, Division of Child Health, De- 
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Blanche Pfefferkorn, for several years execu- 
tive secretary of the National League of 
Nursing Education, has returned as director 
of studies. This is a new position in the 
League and Miss Piefferkorn will develop her 
program of work with the help of an advisory 
committee representing the country at large. 
Miss Pfefferkorn received her master’s degree 
from Teachers College last year, and has made 
a special study of the technique of making 
surveys and studies. 

+ 

The year 1930 marked the lowest infant 
mortality rate ever attained by the cities of 
this country, according to the annual com- 
pilation of infant death rates made by the 
American Child Health Association, 450 Sev- 
enth Avenue, New York. 

The rate for the 860 cities in the Birth Reg 
istration Area was 62.2, while the lowest rate 
previously recorded was 64.9 in 1927. 


+ 


A three-day institute for public health 
nursing sponsored by the Minnesota Depart 
ment of Health, with the codperation of state 
ind local agencies, was held at the University 
of Minnesota, Minneapolis, March 21-23. 
Among the out-of-town guests who took part 
in the program were Miss Elnora Thomson of 
Portland, Ore., Miss Elinor Gregg of the 
Office of Indian Affairs, and Miss Gladys 
Crain of the N.O.P.H.N. In addition to the 
sessions relating to practical problems in the 
public health nursing field, a “Koch Fiftieth 
Anniversary” Tuberculin luncheon was _ held 
with a tuberculosis question box as a special 
feature. 


A poster contest on “Good Health for the 
Preschool Child” is being conducted this 
spring among the high schools of New York 


partment of Health of Pennsylvania; Director, 
Bureau of Children, Department of Welfare 
of Pennsylvania; Secretary of Welfare, De- 
partment of Welfare of Pennsylvania, and 
member of Governor Gifford Pinchot’s cab- 
inet. Dr. Potter retired at the end of the 
Pinchot administration and became Director 
of Medicine, Department of Institutions and 
Agencies of New Jersey, where she has also 
served as Superintendent of Clinton Reforma 
tory for Women and later of the State Home 
for Girls. She is a member of the American 
Medical Association, the N.O.P.H.N., the 
American Association of Social Workers, and 
the American Association of University 
Women. 


NOTES 


State. The contest is being sponsored by the 
State Department of Health, the Department 
of Education, and the State Committee on 
Tuberculosis and Public Health. The first 
prize will be a four-year scholarship at the 
College of Fine Arts, Syracuse University. 


The Fifth Annual Convention of American 
Association of School Physicians will be held 
in Washington, D. C., October 21 and 22, pre- 
ceding the conference of the American Public 
Health Association on October 24-27. 

Mrs. Mary E. Evans has been appointed 
Chief of the Bureau of Nursing, State De- 
partment of Health, Harrisburg, Pa. 

The Michigan Board of Registration of 
Nurses will hold an examination for graduate 
nurses at Grace Hospital, Detroit, Michigan, 
May 19th and 20th, 1932. An examination for 
trained attendants will be held on May 19th 
All applications with fees must be in the office 
of the Board of Registration of Nurses not 
later than May 4th. This will be the only 
examination held in the lower peninsula be- 
fore next fall. 

+ 

The third annual meeting of the Western 
Branch of the American Public Health Asso- 
ciation will be held in Denver, Colorado, June 
9-11, immediately following the National 
Tuberculosis Association meeting. 


The Director of Health for the State of New 
Jersey, J. Lynn Mahaffey, M.D., calls our atten 
tion to the fact that New Jersey has no state-wide 
law requiring a certificate of health from a 


physician for all domestic servants. A news note 


to this effect was published in our magazine in 
October, 1931—a _ clipping from an_ outside 


source. We regret the inaccuracy. 
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ACTIVITIES of the NATIONAL ORGANIZATION 
FOR PUBLIC HEALTH NURSING, INc. 


Edited by KATHARINE TUCKER 


ROLL OF HONOR 


During the past month the following local organizations have reported to National Head- 
quarters that their staffs hold 100 per cent membership in the N.O.P.H.N. Be sure to notify 
the N.O.P.H.N. offices if your organization is fully enrolled and is not listed here or has not 


appeared in the Roll of Honor in one of the last four issues of the magazine. 


there are industrial nurses who are N.O.P.H.N. 


departments who have not notified us and have 


received their certificates of honor. 


ALABAMA 
Walker County Health Department, Jasper. 
ARIZONA 
Pima County Health Unit, Tucson, 
ARKANSAS 
Ashley County Health Unit, Hamburg. 
Benton County Nursing Service, Bentonville. 
Calhoun County Nursing Service, Hampton 


Carroll County Nursing Service, Eureka Springs. 
Chicot County Nursing Service, Lake Village. 
Clark County Health Unit, Arkadelphia. 
Columbia County Nursing Service, Magnolia. 
Grant County Nursing Service, Sheridan. 
Hot Spring County Nursing Service, Malvern 
Koward County Nursing Service, Nashville. 


Independence County Health Department, Bates 
ville. 

Jackson County Health Unit, Newport. 

Lawrence County Nursing Service, Walnut 
Ridge. 

Little River County Health Unit, Ashdown. 

Logan County Nursing Service, Paris. 

Madison County Nursing Service, Huntsville. 

Metropolitan Life Insurance Co., Little Rock 
Unit. 


Montgomery County Nursing Service, Mount Ida. 
Perry County Nursing Service, Perryville. 

Pope County Health Unit, Russellville. 

St. Francis County Nursing Service, Forest City. 
Saline County Health Department, Benton 
Saline County Health Unit, Benton. 

Scott County Nursing Service, Waldron. 

State Board of Health, Little Rock. 


Stone County Nursing Service, Mountain View. 
Washington County Health Association, Fayette- 
ville 


Woodruff County Health Unit, MeCrory. 


Yell County Health Unit, Ola. 

CONNECTICUT 
Public Health Nursing Association, Inc., East 
Hartford. 
Public Health and Visiting Nurse Association, 
Hamden. 


Board of Education, Hartford. 
Visiting Nurse Association, Stamford. : 
Tuberculosis Relief Association, Wallingford. 


DISTRICT OF COLUMBIA 


American Red National 
Washington. 
Child Welfare Society, Washington. 


Cross, Headquarters, 


Association for the Prevention of Tuberculosis, 
Washington. 
United States Public Health Service, Washing- 

ton. 
Veterans Administration, Washington. 
ILLINOIS 
Macon County Tuberculosis and Visiting Nurse 


Association, Decatur. 
Health Department, Evanston. 


We are sure that 
members who represent 100 per cent of their 
not, therefore, been listed here, nor have they 


Morgan 
ville. 
Public 
Public 
Visiting 

INDIANA 

DeKalb County and American 
sing Service, Auburn, 


Department of Health and Physical Education in 
Public Schools, Evansville. 


County Health 


Department, Jackson- 
Health 
Health 
Nurse 


Nursing Association, Ottawa. 
Nursing Association, Peoria. 
Association, Rockford. 


Red Cross Nur- 


Health Department, Hammond. 
Public Health Nursing Association, Terre Haute. 
IOWA 
State Department of Health, Des Moines. 
KANSAS 
Greenwood County Public Health Service, 
Eureka. 
Visiting Nurse Association, Kansas City. 
MAINE 
Maine Public Health Association, Augusta. 
Public Health Nursing Committee, East Milli 
nocket. 


Community Nursing Service, Skowhegan. 


Flanders B: iy Nursing Service, Winter Harbor. 
MASSACHUSETTS 
Visiting Nurse Association, Brockton. 


Visiting Nurse Association, Dalton. 
District Nursing Department, General Hospital, 
Lawrence. 


Nursing and Public Health Association, Spring- 
field. 
MICHIGAN 
Department of Health, Detroit 
Health Department of City Schools, Muskegon. 
MISSISSIPPI 
Hinds County Health Department, Jackson. 


Pike County Health Department, McComb. 
MISSOURI 
Chapter American 
sociation, 
NEBRASKA 
Lincoln & Lancaster County Chapter, 
Red Cross, Lincoln. 
NEW JERSEY 
Visiting Nurse Association, 
Bureau of Public 


Red Cross 
Carthage. 


and Welfare 


American 


Bayonne. 
Health Nursing, Montelair. 


Metropolitan Life Insurance Co., Atlantic Coast 
Territory, Newark. 

Red Cross Visiting Nurse Service, Perth Amboy. 

Ocean County Health Association, Inc., Toms 
River. 

Metropolitan Life Insurance Co., Trenton Staff. 

Metropolitan Life Insurance Co., Union City 
Unit. 
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ORGANIZATION ACTIVITIES 


ROLL 


OF HONOR 


(Continued) 


NEW MEXICO 


San Juan County Nursing Service, Aztec. 
Lincoln County Nursing Service, Carrizozo. 
Torrance County Nursing Service, Estancia. 

De Baca County Nursing Service, Ft. Sumner. 
Roosevelt County Nursing Service, Portales. 


County Nursing Service, Socorro. 

Sandoval County Nursing Service, Santa Fe. 
Quay County Nursing Service, Tucumcari. 
NEW YORK 

Board of Education, Hudson 

City Health Department, Hudson 

Henry Street Visiting Nurse Service, Jamaica 


Center, Long Island. 


Henry Street Visiting Nurse Service, Greenwich 
Center, New York 

Cattaraugus Coanty Department of Health, 
Salamanca. 

Public Health Nursing Association, Schenectady 


County, Schenectady 


Visiting Nurse Association of Staten Island, 
Tompkinsville 

OHIO 

Metropolitan Lite Insurance Co.,  Cineinnati 


Branch 
District 
University 

Cleveland. 


OREGON 


Wasco County 
Dalles. 


Poledo 
Nursing 


Nurse Association, 


Public Health District, 


Pub'ic Health The 


Association, 


PENNSYLVANIA 


Delaware 
Chester. 


County Tuberculosis Association, 


City Schools, Hazelton. 
Visiting Nurse Association, 


Reading. 
Visiting Nursing Association, Warren 


SOUTH DAKOTA 
State Board of Health, Waubay. 


TENNESSEE 


Williamson County Public Health Department, 
Franklin. 
Davidson County Anti-Tuberculosis Association, 


Niushville. 

Public Health Nursing Council, Nashville. 

Nursing Education Department, Peabody 
lege, Nashville. 

Graduate Student Group, Public Health Nursing, 
Vanderbilt University, Nashville. 


Col 


School of Nursing, Graduate Staff, Vanderbilt 
University, Nashville.* 
TEXAS 
Bureau of Child Hygiene, State Department of 
Health, Austin 
Harris County American Red Cross’ Public 
Health Nursing Service, H’ouston. 
VERMONT 
Mutual Aid Association, Inc., Brattleboro 


WEST VIRGINIA 
City-County Health Department of Ohio County 
and Wheeling, Wheeling 


Chapter, American Red Cross, 


Wheeling 


WYOMING 
Board of Education, ( asper 


* This is the first school of nursing to receive a certificate of honor. Congratulations, Vanderbilt! 


The following table shows the per cent of the total number of nurses in states enrolled as 


members of the N.O.P.H.N. 


The number of members is based on applications received at 


headquarters, and the total number of nurses, on the 1931 census 


Rhode Island still leads! 


But New Mexico has forged ahead to second place and Mississippi 


has jumped from twelfth place to fourth; Missouri has dropped back from tenth place to 


fifteenth, and the same seven states tail the list. 


What will the June report show? 


PERCENTAGE PERCENTAGE 
OF ENROLL- OF ENROLL- 
STATE MENT STATE MENT 
Rhode Island 84; Virginia 59% 
New Mexico 83°; West Virginia 59% 
Tennessee 58°) 
North Dakota 79 Kentucky of, 
Mississippi 69° Missouri 55%) 
Arkansas 66°, Cornecticut 53% 
Oklah Michigan 53% 
ahoma 66% Arizona 52% 
Maine 62% lowa 
1m, Georgia 49° 
1% District of Col. 49% 
60% Indiana 48% 
Colorado 59% Massachusetts 43% 


PERCENTAGE PERCENTAGE 
OF ENROLL- OF ENROLL- 
STATE MENT STATE MENT 
Kansas 42° Wisconsin 33% 
Oklahoma 4% Illinois 32% 
New York 38% Pennsylvania 32% 
Washington 38% New Hampshire 307% 
Minnesota 37% Vermont 29% 
Montana 37% New Jersey 28% 
Utah 37% Chio % 
South Carolinu 35% California 25% 
South Dakota 34% Nebraska 24% 
Florida 33% Alabama Jo 
Idaho 33% Louisiana % 
Nevada 33% Wyoming 13% 
North Carolina 33% Maryland 10% 
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BOARD axnnCOMMIT TEE MEMBERS’ FORUM 


Edited by KATHARINE Biccs MCKINNEY 


Responsibility of Board Members’ 


By ELLEN C. POTTER, M.D. 


NE is often puzzled as to why the 
word “board” is applied to the 
governing bodies of various organ- 

izations, and one speculates upon the 
use of the word “platform” as applied 
to policies, constitutions and by-laws. 
I have come to the conclusion that these 
words are used because “boards” are 
something to build with, and “plat- 
forms” are something to stand on. In 
relation to social organization, a board 
gives form, substance, stability and con- 
tinuity to the structure, and when prop- 
erly organized and functioning, gives 
tremendous strength to an agency and 
guarantees a social security in its under- 
taking. 

The field of social welfare is studded 
with well-meant undertakings for the 
relief of the handicapped—the term 
being used in its broadest sense,—far 
too many of which are based upon the 
ideas of one individual and planned to 
promote the aims of one person who 
seeks to do some special piece of work. 
It is not surprising that public depart- 
ments (to which has been delegated by 
law the responsibility of inspecting, 
sometimes supervising, and frequently 
approving, the incorporation of social 
welfare undertakings) look with dis- 
tinctly greater approval upon those 
efforts which are incorporated under a 
responsible board of managers, serving 
without pecuniary profit to themselves. 

My subject deals with the individual 
responsibilities of those who make up 
the boards of managers or boards of 
trustees of social agencies, and I hope 
to clarify in the minds of those who are 
asked to participate in the promotion of 


social undertakings, the principles which 
should help to determine whether or not 
they will lend their names, their influ- 
ence, and their money to the promotion 
of any given social service. 


WHEN SHOULD ONE ACCEPT 
MEMBERSHIP? 


What are the factors which should de- 
termine one’s acceptance of membership 
on the board of a philanthropic, health, 
or civic organization? There are several 
questions which need to be answered 
before a decision can be reached: 


Has the need for the proposed service been 
demonstrated ? 

Has it been proved that there is no agency 
in the field adequately equipped to render 
the service ? 

Is there reasonable assurance that the budget 
for the proposed undertaking can be 
raised ? 

Is there assurance that the group proposing 
to render the service has a truly disinter 
ested, altruistic point of view, with no 
personal axes to grind in connection with 
the undertaking? 

If, after careful consideration, these 
questions are answered in the affirma- 
tive, then one is justified in saying that 
one will assume the responsibility of 
board membership. 

The invitation to membership which 
is issued so often with the proviso “You 
will not have to do any work” should 
not be accepted. Board membership 
accepted purely on the basis of “win- 
dow-dressing,” without participation 
with one’s brains, one’s hands, or one’s 
money, is bound to result in dry rot 
within the board itself and will defeat 
the social purpose for which the organ- 
ization is formed. 


*Address delivered at the semi-annual meeting of the New Jersey State Organization for 


Public Health Nursing, December 4th, 1931. 
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HOW SHOULD THE BOARD BE 
CONSTRUCTED? 


What should be the structure of a 
board of managers or trustees? There 
are great advantages in the form which 
provides for a mixed membership of men 
and women. The benefit is inherent in 
the temperamental traits characteristic 
of the two sexes. Hastings H. Hart 
once said that an exclusively male board 
is very likely to concern itself only with 
the establishment of policies, and then 
goes off “leaving the superintendent to 
sink or swim by himself.” An exclu- 
sively female board is apt to concern 
itself so intimately with the details of 
administration that it trespasses upon 
the functions of the superintendent, 
sometimes to such a degree that the 
executive powers of the superintendent 
are absolutely paralyzed. He believes 
that a mixed board automatically rem- 
edies, to a great degree, the weaknesses 
inherent in a board composed exclusive- 
ly of one sex. 

There are distinct disadvantages in a 
self-perpetuating board, which all too 
frequently becomes dominated by one 
personality and ultimately becomes a 
“closed corporation,” which, as the years 
go by, tends to an ossification of the 
whole program. A membership organ- 
ization which elects the members of the 
board for overlapping terms of years, 
with some limitation upon an abnormal 
frequency of re-election, is likely to keep 
thoroughly alive to new developments 
in a given field. It is a distinct advan- 
tage to have an elected board empow- 
ered to organize itself for purposes of 
administration. 

What are the duties of a board of 
managers or trustees? These should be 
clearly defined, for the proper perform- 
ance of duties is fundamental to the 
success of the whole undertaking. 

The determination of policies as ex- 
pressed in the constitution, by-laws and 
rules of procedure, must be the first con- 
sideration of the board, for without 
clear-cut policies and a program, there 
can be no hope of constructive develop- 
ment over a series of years. After the 


determination of policies, comes the 
selection of an executive to whom 
should be given complete authority to 
administer the organization in accord- 
ance with the policies established. 

In service organizations the raising of 
funds is distinctly the function of the 
board, perhaps through a finance com- 
mittee to whom the responsibility has 
been delegated. This responsibility 
should not be imposed upon the super- 
intendent or executive who is respon- 
sible for the professional service to be 
rendered, unless the organization is dis- 
tinctly a fund-raising undertaking.* In 
the latter case, of course, that responsi- 
bility devolves upon the executive as one 
of his major functions. 


RELATION TO THE STAFF 


The promotion of the professional 
work of the staff is a major function of 
the board in any social, health or edu- 
cational agency, and due consideration 
should be given to the development of 
educational opportunities for members 
of the staff, which offer in return extraor- 
dinary dividends in the actual execution 
of the work and improved morale. 

Through committees, a board is under 
obligation to render advisory assistance 
to the executive and staff, and the or- 
ganization of such committees needs to 
be based upon sound principles, among 
which should be mentioned sufficient 
continuity of service to provide for mem- 
bers of the board becoming expert in 
their advisory capacity. This does not 
mean, however, that there should not be 
a shifting of committee responsibility 
from time to time, so that a number of 
board members may become familiar 
with the various technical problems of 
the organization. 

The board of managers has a major 
function to perform in the education of 
the public as to the need of the work 
the agency is doing; as to its functions 
and the costs of rendering service; so 
that there is prepared a body of public 
opinion which can support the work in- 
telligently with dollars and with moral 
support. 


*Such as community chests, united hospital funds, etc. 


= 
2 
= 
= 
= 


288 PUBLIC 


PROMOTION OF COOPERATIVE RELATION- 
SHIPS BETWEEN PUBLIC AND PRIVATE 
AGENCIES 


The responsibility of the board mem- 
bers as citizens for promoting coOpera- 
tive relationships between public and 
private agencies in the health, welfare 
and educational fields is obvious, but is 
too often neglected to the disadvantage 
of both. This responsibility should be 
recognized as one to be assumed in ac- 
cepting board membership. No one 
agency can develop by itself nor serve 
its constituents in every particular. 
There are auxiliary services needed. In 
the social welfare field there is enormous 
need of health service and educational 
assistance; in the health field there is 
frequently great need of financial and 
material relief and of case work; and in 
the schools, there is need of both health 
and social welfare service, over and 
above any that can be provided by the 
school system itself. 

It is, therefore, necessary that boards 
of managers should concern themselves 
with securing for the community the 
auxiliary services which their own par- 
ticular agency needs for the performance 
of the work which it has undertaken. 
This emphasizes the need of a commu- 
nity consciousness on the part of board 
members for the total social needs of 
their communities, rather than complete 
absorption in but one line of work. 

And, finally, there is the responsi- 
bility laid upon the board to promote 
the codrdination of all social services in 
a community with a minimum of over- 
lapping and expense. Practical steps to 
this end are the establishment of a social 
service exchange, a community council 
and a community chest, in the develop- 
ment of which each agency should par- 
ticipate. 

Through this community conscious- 
ness of need there should come to the 
organization, not only through its super- 
intendent or executive director, but also 
through its board members, an aware- 
ness of impending new needs for which 
adequate planning should be undertaken. 
No board member has a right to be 
concerned solely with the problems of 
his own organization; he must know his 


HEALTH 


NURSING 


community; his agency; the best prac- 
tice in similar agencies, and he must 
never permit the activities of his organ- 
ization to become routinized and die. 
The organization must live and grow 
and modify itself as new needs and new 
times indicate. 

There is another factor which should 
be recognized by every board member 
in the private philanthropic field: There 
are certain obligations which are laid by 
law upon public departments of health, 
of education, and of welfare which, if 
properly performed, will make the need 
of private philanthropy in those fields 
unnecessary. Too often the work dele- 
gated by law to the public department 
is not adequately financed or properly 
performed by the public agency. Instead 
of inaugurating duplicate services, it is 
the responsibility of board members, as 
citizens, to see that the public service is 
adequately rendered. Public social 
agencies cannot carry the load alone. 
Moreover, public services which are em- 
bodied in law are always years behind 
the best social practice in a given field, 
for law does not crystalize until public 
opinion has been thoroughly educated 
over a long period of years. Nor can 
private philanthropy carry the whole 
task alone because of the lack of funds 
and the lack of legal powers. But pri- 
vate philanthropy often permits itself to 
lag in its exploration of new fields of 
service by holding on grimly to func- 
tions which long since, by law, should 
have been turned over to the public 
agency, having been thoroughly demon- 
strated as part of a real public ser- 
vice. 

No hard and fast lines can be drawn 
which will be applicable to all communi- 
ties in delimiting the scope of service 
between public and private agencies in 
the field of health. In general, it can 
be said that in the nursing field we have 
a right to expect a high standard of 
service from public departments in com- 
municable disease control (not forget- 
ting that syphilis, gonorrhea, and tuber- 
culosis are included in this category) ; 
in pre-natal, infant, and preschool nurs- 
ing service: in school nursing and health 
educational service. 
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In the field of hospitalization, we 
have a right to expect adequate care for 
the indigent, and facilities available on 
a pay basis in hospitals controlled by 
municipal or county authorities, or 
through adequate charitable grants by 
county or municipality to incorporated 
hospitals not run for profit which main- 
tain standards of service as high as that 
required by hospitals accredited by the 
American College of Surgeons. The in- 
corporated private charitable hospitals 
in a community have placed upon them 
the primary obligation in the acute med- 
ical, surgical and obstetrical fields; while 
the public hospitals have a special re- 
sponsibility in the care of the chron- 
ically ill, the tubercular, the venereally 
infected and mentally ill who cannot be 
controlled through public clinics even 
with properly organized follow-up 
service. 

The public departments also have a 
responsibility through state, county, and 
municipal organization, in the field of 
vital statistics; of sanitation, with its 
control of water supply, sewage and 
garbage disposal; the control of pure 
fooa and pure milk; and the laboratory 
diagnostic service, without which no 
community can safely operate its health 
service. These functions cannot be per- 
formed properly by private agencies. 


FIELD OF PRIVATE EFFORT 


If the public health services are to 
cover these fields, what is left for pri- 
vate philanthropy to do? First, there 
is the responsibility of seeing that the 
public services are kept up to standard. 
Second, there is the responsibility of 
seeing that the great middle-class (which 
by no stretch of the imagination can be 
construed as indigent and yet in many 
instances has a very narrow margin of 
safety) shall have available the various 
services, which public agencies have so 
long provided for the indigent, at a 
price it can afford to pay. The visiting 
nurse association, coordinating with the 
incorporated hospital service, adequate- 
ly endowed, can meet this need, and 
special types of service for chronically 
ill, the convalescent, the aged and the 
crippled, in which we are still blazing 
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a trail to new methods of care, can be 
undertaken. 


HEALTH PROGRAM CANNOT STAND 
ALONE 


Health service alone is not enough. 
To secure adequate returns on the 
health investment, there must be social 
services available, providing for relief 
for those temporarily handicapped and 
case-work service for those who find 
themselves unable to solve their own 
problems. In many communities there 
is an impression that the public health 
nurse can do all that is necessary for 
her patients in the field of social work. 
This opinion is not tenable when one 
considers the enormous development in 
the scope of our knowledge of the ad- 
justments possible in the lives of human 
beings, and the use of relief service as 
an adjunct to health and social service. 

As county health units have come to 
be recognized as the, most satisfactory 
basis for county health administration, 
both from the point of view of costs and 
quality of service, so we have begun to 
realize that public relief and case work 
service can be administered satisfac- 
torily only on a unit basis not smaller 
than that of the county, for smaller 
units cannot provide a large enough 
group of taxpayers, nor the leadership, 
on the basis of which an adequate 
service can be set up. 

Bailey B. Burritt, in an article 
written within the past year, dealing 
with the question “Is Inadequate Relief 
and Social Service Slowing Up Further 
Control of Tuberculosis?’’, says: ‘More 
conscious effort might well be made on 
the part of the state and the local health 
departments to sit down with other state 
and local authorities, and persist in the 
effort to increase the social service and 
relief facilities of the community step 
by step as the health facilities, sana- 
toria, and tuberculosis clinics are devel- 
oped.” 

Such a development leads inevitably 
to the conclusion that county welfare 
boards, composed of disinterested citi- 
zens, with capacity for leadership and 
with trained personnel operating for 
them in the social field, are a much 
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needed substitute for the present method 
(so widely prevalent throughout the 
United States) of township organization 
controlled by utterly untrained over- 
seers of the poor, who are operating 
after the manner of the overseers in 
Colonial times. 

If we deplore the lack of adequate 
modern machinery for public social 
work, we should not assume that the 
organization in the health field has ar- 
rived at perfection. In the rural serv- 
ices, out of 3,075 counties in the United 
States only 505 have a full time health 
officer. Of the 2,500 which are largely 
rural, only 12 are said to have health 
machinery at all comparable with urban 
service. Out of 442 rural counties, 
which have full time county health de- 
partments, only 4 show a ratio of one 


PUBLIC HEALTH NURSING 


nurse to 5,000, which ratio indicates 
an enormous case load. Out of 
442 rural counties, only 14 have a 
health budget of $1.00 or more per 
capita. 

We have therefore, both as board 
members and professional staff members, 
a great obligation laid upon us, not only 
to promote the health activities in our 
own community, but also to promote 
action on the part of the Federal and 
State Government, which will serve to 
strengthen local health activities 
throughout the United States, and to 
promote, through State and Federal ac- 
tion, the development of local social 
service, administered in the light of 
modern social knowledge, and not by 
the flickering candle-light of the 
Colonial Period. 


* THE NEW BOARD MEMBER 


Turning from fancy to fact is apt to 
be a disillusioning process, but one of 
the exceptions that proves the rule is 
the revelation that greets the average 
new board member of a visiting nurse 
association. The picture in the imag- 
ination is usually enhanced in the 
light of the work that is actually done. 
The extent of the new vision of the 
work is in inverse ratio to the member’s 
previous knowledge of the work, and in 
every instance her wonder and her re- 
spect increase for the service that is 
being rendered to the community. 

To familiarize new board members 
with the features of the work not 
known before is a problem for every 
organization. The method may be an 
informal one, or it may be a formal 
course of preparation. It is the varia- 
tion in the new members’ background 
and knowledge that makes the arrange- 
ment of a training course for new board 
members an important and difficult one. 
It is important if we are to be helpful 
and constructive as consultants to the 
staff, rather than sponges for propa- 
ganda, soaking up information given 
out by the staff at meetings and shed- 
ding it at the next bridge party. 


To plan a course which will span the 
need for those with no knowledge of 
the nursing field and those with wide 
knowledge is a difficult task. It should 
be based on the reactions of new board 
members, which may indicate their spe- 
cial needs. There is the woman who is 
undertaking board work for the first 
time in years. Perhaps she has spent 
those years absorbed in domestic in- 
terests, so that she has not been ex- 
posed to the growing activities of nur- 
sing and social work. Her eyes are 
opened with amazement at the magni- 
tude, the specialized technique, and the 
pathos of the work. She is the most 
willing worker, the most receptive to 
instruction. She is the one with whom 
it is most important to take pains, as 
she is a new recruit with energy and 
enthusiasm. She is the one who is eager 
for all the information about the asso- 
ciation, from its history to the details 
of care, from local to national programs 
and policies. 

At the other end of the list of board 
members is the woman who has served 
on affiliated boards, or who has had ex- 
perience as a paid social worker. She 


thinks she has an intimate picture of 
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the work and is immune to attempts of 
her fellow board members and the staff 
to give her a clearer picture of what is 
really being done. (The writer, alas, 
falls in this class.) It is this type of 
member who should be coerced to en- 
ter some introductory course describing 
the association. She will benefit more 
than she will acknowledge. 


The wide gap between the kinds of 
education needed by these two types of 
new board members probably cannot be 
bridged by one rigid course. But a 
choice of a given number of items from 
an ample list might be given each new 
member. The following might be in- 
cluded: 


Field work. 

1. Tour of the association’s headquarters 
where the mechanics of the work are 
pointed out. 

2. Visit to a clinic or health conference 
where the nurses are assisting. 

3. A half day with a nurse, visiting the 
homes of selected patients to see the 
nurse at work.* 


Literature to be read. 
1. Board Members’ Manual. 
2. Copies of Pustic HEALTH NURSING. 
3. Cabot’s “Doctor and Social Worker.” 
4. History of public health nursing work, 
national and local.** 
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Talks. 
1. What the training and preparation of a 
public health nurse includes. 
2. Local functional relations of social serv- 
ice and nursing organizations. 
3. Educational and preventive program of 
the association. 


Committee work. 

Each board member should serve on a com- 
mittee. For the first year or two such service 
may be rotating to give a complete picture of 
committee activities. Care should be taken 
not to appoint timid new board members as 
chairmen of committees. 

All this may sound formal and dif- 
ficult of achievement. But like other 
things, if it becomes a ritual, a part 
of every new member’s induction to the 
board, it will be accepted. Provisional 
courses for new members in the Junior 
League are compulsory in order to give 
every member a glimpse of the com- 
munity picture. The same _ principle 
might be successfully applied to new 
board members of the public health 
nursing association. Such an arrange- 
ment would serve a double purpose: It 
would inform the board members and 
would eliminate the  all-too-frequent 
practice of adding ‘dead wood” to 
boards. SUSAN D. COPLAND, 

Board Member, Visiting Nurse Associa- 
tion, Detroit, Mich. 


*It is the rule in most nursing agencies not to allow visitors to accompany the nurse to the 


homes of patients. 


If this arrangement is made the visitor is asked to wear a uniform and the 


patients are selected with great care, or else their permission to bring a visitor is secured before 
the visit is made. Some patients—chronic elderly people and bedridden children—enjoy the 
excitement of meeting a stranger, but to most ill people, a strange visitor is a strain and very 
fatiguing. In this connection we refer our readers to an editorial on this subject printed in this 
magazine in November, 1930.—Editorial Note. 

**Public Health Nursing, Mary S. Gardner, The Macmillan Co., and literature from the 
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LEADING ARTICLES IN THE AMERICAN JOURNAL OF 
NURSING FOR MAY 


President’s Address—Biennial Convention....................-....----.:ssseesssseseseneseeeeeees Elnora Thomson, R.N. 
The Endocrine Organs: III. Pituitary and Thyroid Glands................ Esther M. Greisheimer, M.D. 
Improvised Operating Room Frances S. Denk, R.N. 
The Drinker Infant Respirator..................................... Katherine A. Schlegel, R.N. 


More About the Census Dr. May Ayres Burgess 
Making Registry Headquarters a Center for Nursing Activities ..Marie Stuhr, R.N. 
Practices in Advising Nurses in Investment.......... ...Winifred L. Fitzpatrick, R.N. 
Friends of Nursing: Mrs. Chester Bolton 

Department of Nursing Education: President’s Address Elizabeth Burgess, R.N. 
How Shall We Select and Prepare the Graduate Nurse ?.........-.....----..------- Elizabeth S. Soule, R.N. 
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POLICIES AND PROBLEMS OF PUBLIC 
HEALTH NURSING 


“HOW SHALL WE DISMISS A NURSE >?” 


Since requests have been received from time to time from public health nursing 
organizations inquiring as to the best procedure to follow in dismissing a nurse 
from the staff for unsatisfactory work, the N.O.P.H.N. has attempted to gather 
some information in regard to this important and sometimes perplexing question. 
A group of agencies was approached and asked to send in a brief outline of their 
policy in dealing with this situation. A summary of their replies follows: 


One organization reports: “After a nurse has been appointed, and we find that she does 
not measure up to our standard of service, the superintendent has a conference with her and 
points out to her wherein she is. not meeting the requirements of the Association. Of course, 
this final decision is based upon the accumulated supervisory and efficiency reports of the 
nurse. Every case is taken up with the Nurses’ Committee before final action is taken. The 
nurse is then given a month's notice, when her resignation is requested.” 

Another agency points out the difference in policy in treating two situations: Where there 
is no warrant for immediate action, the matter is presented first to the Nursing Committee. 
With its approval the Director discusses the situation carefully with the nurse and recommends 
that she make other plans. She is then given a period of several months to make other arrange- 
ments, and not infrequently is allowed to have her resignation go into effect at the end of her 
vacation. 

Whenever the situation needs immediate action, as in the case of falsifying visits, the Direc- 
tor interviews the nurse in the presence of the supervisor and her dismissal follows at once. 
She is kept on the payroll, however, for several weeks, the time depending on the length of 
her service. The matter is also taken up with the President of the agency, and if possible, she 
attends the conference with the nurse. 

In another agency, if the nurse is suspected by the supervisor of falsifving her records, the 
matter is taken up with her and she is warned of the supervisor's suspicions. If subsequent 
actions are still suspicious, and upon investigation these suspicions are found to be warranted, 
the nurse is dismissed with the approval of the chairman of the nursing committee. 

Several agencies point out the value of the introductory period for all new staff members 
as a period of probation in determining a nurse’s efficiency and desirability as a permanent 
member of the staff. 

All the agencies are agreed that the matter should be thoroughly discussed with the nurse 
whether she is to be dismissed immediately or given a chance to resign sometime in the near 
future. Several agencies believe that the board or nursing committee should be consulted before 
any action is taken and two of the agencies emphasize the point that the decision that the 
nurse is unsatisfactory should be arrived at by joint consultation between the director and 
supervisor. 

One agency points out that if a satisfactory relationship has existed between the supervisor 
and nurse and there have been frequent and regular consultations regarding the nurse’s work 
with constructive suggestions for improvement, the act of dismissal, if it should become neces- 
sary, is made easier thereby. 


It occurs to the Editors that other agencies may have had problems arising 
from this situation. They would be glad to hear from any agency and would 
welcome any questions or suggestions. 
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A NEW KIND OF BOARD WALK 


A new method of recording children’s footprints has been evolved at the 
Merrill-Palmer Nursery School in Detroit, Michigan. Although it is generally 
recognized that impressions of the foot are not of great value from the standpoint 
of diagnosis, they are important in showing changes in the musculature of the feet 
and the efficiency of proper footwear and hygiene of the feet. 

While the customary single standing print does not always give an accurate 
impression of the child’s foot, it has been found that the walking footprint offers 
the best method of obtaining a record of the natural standing position. Therefore, 
after several experiments an apparatus was constructed that secured the desired 
results. 
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The board walk in which footprints are recorded. A, wooden frame; B, roll of paper; 
C, paper holder; D, strip of paper from roll; £, paper holder and cutter; F, bristol board to 
which Flak Finger Print Ink has been applied. 


Courtesy of the American Journal of Diseases of Children. 


Following is a description of the apparatus and an explanation of the method 
used: 

“The apparatus consists of a ‘board walk’ 615 feet (198 cm.) long, framed with sides meas- 
uring 11% inches (3.77 cm.), and covered with beaverboard. At one end is built a support for 
a roll of white wrapping paper 12 inches (30.48 cm.) wide, placed on the usual revolving rod. 
The paper is drawn down the length of the board, threaded through a slit in the frame, and 
held in place by a wooden bar that is hinged at one end so that it can be raised or lowered as 
the paper is drawn through. The paper is torn off against a tin strip on the bottom of this bar. 

“Flak Finger Print Ink*, which comes in tubes and has the consistency of oil paint, was 
found most satisfactory of the various printing materials tested. The ink dries quickly, does 
not smudge and makes a detailed and permanent print. 

“The procedure of taking the print is as follows: On the floor near the foot of the board 
walk is placed a small square of bristol board on which a little of the finger print ink is 
squeezed and rolled out smoothly and thinly with a short rubber roller. The child stands on 
this inked paper and then steps on the paper on the board walk and walks to the head of the 
board, where he stands with his feet parallel to each other and is lifted off. Thus both a 
standing impression and a walking impression of the feet are recorded. The paper is then 
drawn down the length of the board and torn off, and the board is ready for the next child’s 
footprints. The strip of paper is dated, signed with the child’s name or registration number 
and folded and kept in a file. About three minutes are required to make the record. Several 
of these record strips are fastened on a wall and photographed together, and the photographs 
are then cut into individual strips. This small print of the footprint record, measuring 34% x 4% 
inches, is filed with the other records of the child’s physical growth and development.” 


Excerpt from “A new Method of Recording Children’s Footprints” by Helen King— 
American Journal of Diseases of Children, January, 1932. 


*Obtained from Flak Finger Print Ink Company, Inc., No. 1 Liberty Street, New York City. 
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THE HOME CARE OF THE INFANT 
CHILD 


By Frederick F. Tisdall, M. D., William Morrow 
and Company, New York. Price $3.00. 


AND 


There is much of value on child care 
coming from Toronto these days. Last 
year there was added to the list “The 
Home Care of the Infant and Child” by 
Frederick F. Tisdall, physician and 
pediatrician associated with the Hospi- 
tal for Sick Children, and the Univer- 
sity of Toronto. 

Perhaps the fact that first impresses 
us is the contrast of this modern volume 
of some proportions, which attempts to 
circumscribe practically all phases of 
child care, with the early type of “doctor 
book for mothers,” of pocket size, and 
containing little beside precautions re- 
garding summer care of the infant. 

Beginning with signs of pregnancy, 
the first, briefer section is concerned 
with prenatal care and preparation for 
the coming baby. This section also 
appropriately includes care during the 
first two weeks after birth. 

The approach to the section on care 
of the infant by a chapter outlining the 
fundamental principles of health seems 
logical, and should appeal to thoughtful 
mothers who are increasingly taking the 
positive and preventive attitude them- 
selves. Indeed, one of the chief points 
in recommending this book would be the 
author's recognition of the intelligent 
curiosity of the modern mother. He 
takes great pains to explain briefly and 
clearly the scientific bases for procedures 
recommended. 

Physical and mental development of 
the infant should deserve more than a 
brief seven pages, but the scope of the 
book makes some superficial treatment 
necessary if all the material is to be 
condensed into one volume. Certain 
special chapters attract our attention as 
being particularly useful in the home 
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library. The one on special problems of 
care, which picks up odds and ends 
often omitted from such a volume, and 
one on minor ailments and accidents, 
would be most useful in emergencies. 
The preschool age child is given due 
space in section three, although the 
chapters on behavior problems and on 
toys and play, attributed by the author 
to Dr. Blatz, are mere appetizers, and 
at least one of his volumes on guidance 
of children should stand beside Dr. Tis- 
dall’s book in the mother’s library. 


ROSAMOND PRAEGER. 


THE HOME AND THE CHILD 


Publication of The White House Conference. The 
Century Company, New York. Price $2.00. 
To those who believe that the home 

is still a vital factor in the complex 
existence of today, the publication of 
the White House Conference on “The 
Home and the Child” will have a par- 
ticular interest. Here are presented by 
leading authorities in the field of home 
economics both philosophy and _ prac- 
tical suggestions for adapting the home 
environment to the child, particularly 
as regards the house plan, the furnishing 
and equipping of the house, clothing and 
feeding the family, management of 
income and of the time and work sched- 
ules of the home. The home, the 
authors feel, should be a “background 
of security and a restful retreat where 
the child may expect to find a healthy 
development.” 

The discussion brings out the fact 
that with the increased facilities for per- 
forming household tasks has come more 
leisure time which might be devoted to 
child development, and suggests that 
“greater consideration should be given 
to the possibilities for education which 
the home affords for the preschool 
child.” The authors also believe that 
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the “assistance of fathers in the home 
should be devoted to home-making 
rather than to housekeeping.” 

The book is attractively illustrated. 


REC 


HEALTH PROTECTION FOR THE PRE- 
SCHOOL CHILD 


Publication of The White House Conference. 


The 
Century Company, New York. 


Price $2.50. 

“Health Protection for the Preschool 
Child” presents in a convincing manner 
the results of a nation-wide survey of 
the health situation among preschool 
children, particularly as it relates to the 
four preventive health measures: the 
Health Examination, the Dental Health 
Examination, Vaccination, and Immuni- 
zation for Diphtheria. 

The book, which is written in large, 
readable type and illustrated with many 
charts, is divided into four sections: 
“The Status of Preventive Measures”; 
“Preventive Medical and Dental Serv- 
ice”; “Detailed Reference Tables”; and 
“Administration and Computation.” 

In this survey, in which every effort 
was made to secure accurate informa- 
tion, records of children under six years 
of age were gathered from both urban 
and rural communities. One hundred 
and fifty-six cities representing forty- 
four states were included. In gathering 
the data the educational authorities in 
each community selected were asked to 
classify their public schools in five 
grades according to economic status. 
Schools from each of these groups were 
then chosen quite at random by the 
committee. The workers included rep- 
resentatives from both the professional 
group, such as the Visiting Nurse Asso- 
ciation, and volunteers from the Junior 
League, King’s Daughters, Women’s 
Auxiliary of the American Medical As- 
sociation, and Parent-Teacher Associa- 
tions. They were asked to make a 
house-to-house canvass starting in the 
neighborhood of the school and keeping 
as near as possible in its vicinity. An 
equal number of families from each 
economic group was sought. 

The survey showed that 51 per cent 
of the preschool children in the cities 
and 37 per cent in rural districts had 
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health examinations before entering 
school. Most of these were given prior 
to the first birthday. One out of every 
eight city preschool children and a sim- 
ilar ratio in the rural group had secured 
dental health examinations. Among the 
group in the highest economic level it 
was found that 22 per cent had had 
dental health attention, while only 4 
per cent had sought it among the poorer 
group. The survey also disclosed that 
21 per cent of all city children had been 
vaccinated and only 7 per cent of the 
rural children. An interesting fact pre- 
sented here was that the higher eco- 
nomic groups did not present any better 
record of the use of vaccination for their 
preschool children than did the less 
well-to-do. 

A chapter on planning a survey is 
especially helpful in bringing out the 
method of how it can be conducted in- 
expensively and adequately without up- 
setting the organized work. A suggest- 
ed example for the set-up of a question- 
naire is included. 

Already the survey and its findings 
have stimulated vaccination, immuniza- 
tion for diphtheria, careful examination 
of ears and eyes, and complete physical 
examinations before entering school; 
and as the findings of this survey be- 
come more generally known much more 
will be accomplished. 


Rutu C. BARTLETT. 


Rompers and Dresses for Little Girls 
are two pamphlets written by Clarice 
Louisa Scott of the Bureau of Home 
Economics, U. S. Department of Agri- 
culture, Washington, D. C. In Rompers, 
Leaflet No. 79, directions are given for 
making seven styles of comfortable and 
attractive rompers for the baby’s ward- 
robe. The other pamphlet, Leaflet No. 
80, contains practical suggestions for 
dressing little girls in comfortable, con- 
venient, simple, and sturdy garments 
which they can easily learn to put on 
and take off without help. 


revised edition of ‘Children’s 
Reading, a Guide for Parents and 
Teachers,” has recently been published 
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by D. Appleton & Co., New York. Lewis 
M. Terman and Margaret Lima are the 
authors of the book, which was first 
published in 1925. Price $2.50. 


Questions and Answers on Smallpox 
and Vaccination, Reprint No. 1137, can 
be secured from the U. S. Public Health 
Service, Washington, D. C., for 5 cents. 
It contains answers to 24 questions most 
frequently asked about smallpox and is 
especially useful to teachers. 


The leaflet Some Posters on Child 
Health has been recently revised and 
brought up to date by the American 
Child Health Association and may be 
obtained from there at 450 Seventh 
Avenue, New York. 


A striking new portable health ex- 
hibit on tuberculosis in children is being 
prepared by the National Tuberculosis 
Association. It consists of five separate 
miniature stages showing in cut-out fig- 
ures the following health needs: a 
physical examination, children at play, 
sleep with open windows, proper diet, 
and sanatorium care for early cases. 
The stages may be shown one at a time 
when space is limited or altogether in a 
larger exhibit. The dimensions are 20 
inches wide by 16 inches high and ma- 
terial comes packed flat in a single 
heavy cardboard container. Price will 
depend on quantity ordered. Write to 
your State tuberculosis association . for 
information. 


A Day Nursery Manual for use of 
boards of managers, superintendents, 
and staff members of day nurseries, has 
just been published by the National 
Federation of Day Nurseries, 122 East 
22d Street, New York City. This 
Manual, which has been edited by Mary 
F. Bogue, has been “written by techni- 
cians in the fields of education, social 
case work, nutrition, physical and 
mental health, and child care, and offers 
a basis of sound social planning for the 
future in that it is an attempt, for the 
first time, to define the status of the 


PUBLIC HEALTH NURSING 


nursery against its historical background 
and to relate it to modern life and to 
other types of child care.” Some of the 
chapters are: “What to Know Before 
Starting a Day Nursery”; “Health Su- 
pervision”’; “The Nursery School in the 
Day Nursery”; “Parent Education and 
Recreation”; ‘Mental Health.” The 


last Federal census shows approximately 
eight hundred non-commercial nurseries 
in the United States. 
4 cents postage. 


Price 50c plus 


In connection with the joint effort 
being made by the American Library 
Association, the American Booksellers, 
and the National Association of Book 
Publishers to draw public attention to 
books that offer a rational viewpoint on 
the depression, that suggest possible 
remedies and that explain experiments 
being made in other countries, the 
American Library Association has pub- 
lished a list “For Thinking America.” 
Copies may be secured at public libra- 
ries. Special displays of the books rec- 
ommended are being made in libraries 
and bookstores. Some of the books in- 
cluded in the list are: 


America’s Way Out, by Norman M. Thomas. 
Fields of Work for Women, by Miriam S. 
Lenck. 


How to Spend Your Money, by Ernest 
McCullough. 
Out of the Depression—and After, a 


Prophesy, by Stuart Chase. 
The Rise of American Civilization, by 
Charles and Mary Beard. 


The American Library Association 
has also issued a timely booklet Unem- 
ployment which has been prepared by 
Aaron Director of the University of 
Chicago. It can be obtained from the 
Association at 520 N. Michigan Avenue, 
Chicago, Ill., in cloth for 50c, or 
paper, 35c. 


A brief course in social work publicity 
for informal study groups has been pre- 
pared by Mary Swain Routzahn. Copies 
may be obtained from the Russell Sage 
Foundation, 130 East 22d Street, New 
York City, 35 cents. 


